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REPORT FROM 


THE MANAGING PUBLISHER 


AS WITH PEOPLE, no two magazines are exactly alike. 
Each has a “personality” of its own. By now, after six 
issues, readers of GP should begin to discern its unique 
“personality” and to observe some originalities that set 
it apart from other publications in the medical field. 

While we like to think of GP as a magazine, in con- 
trast to the typical medical journal, it is, after all, a 
scientific publication. Its primary purpose is the dis- 
semination of recent advances in medical knowledge 
and technique. Hence, the bulk of its pages are de- 
voted to scientific articles and reviews. These follow 
the regular editorial department which opens the book. 

In addition to five or six original medical articles, 
especially prepared and profusely illustrated for GP, an 
important monthly feature is “Practical Therapeutics.” 
The leading articles in this section are prepared by 
members of the clinical faculty of Jefferson Medical 
College in Philadelphia. Their excellently written and 
authoritative reports on current medical therapy have 
given GP one of its most popular departments. 

For review in “The Practitioner’s Bookshelf,” GP 
receives selections from the current lists of leading 
medical book publishers. Volumes most likely to be of 
interest to the general practitioner are sent to Academy 
members who have indicated a willingness to review 
books, or to members of our Editorial Advisory Board. 

Questions on diagnosis and therapy submitted by 
readers are referred to an appropriate member of the 
Editorial Advisory Board. Answers to those of general 
interest are published in “Information Please.” Whether 
this department remains as a regular feature will de- 
pend upon the reader interest manifested by the num- 
ber of questions submitted. 

Doctors are more than men of science; by necessity 
they are also small business men. It seems logical and 
proper, therefore, to include in this ambitious new 
magazine a department on “Business and Economics.” 
Here we present articles by authoritative professional 
writers on such subjects as accounting, collections, in- 
vestments, banking, and office management. Here, too, 
appear articles on the social and political aspects of 
medicine. 

“After Hours” is designed to present entertaining 
and diverting collateral reading. The light philosophic 
whimsies, humorous pieces, and hobby articles appear- 
ing herein are mostly contributions from readers. 

We think the separation of GP into these regular 
departments broadens its usefulness and appeal. 

—M. F.C. 
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The patient describes his dep ression: 


“I have lost interest in everything—I have no ambition any more— 
everything seems futile—I feel frustrated and lonely— 

I can’t remember or concentrate—I am all slowed up.” 

Washburne, A.C.: Ann. Int. Med. 32:265, 1950. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 
Its uniquely “smooth” antidepressant effect restores 
mental alertness and optimism, induces a feeling of energy 


and well-being—and thus has the happy effect of once again 
reviving the patient’s interest in life and living. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine Sulfate 
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Edulorials 


How Good Are You? 


AN ARTICLE bearing the title “How Good Is Your 
Family Doctor?” appeared in the August, 1950, 
issue of Atlantic Monthly. Perhaps the magazine 
is exploiting a current trend: anything written 
__ by a doctor of medicine attracts great reader in- 
terest. However, an informed reader might clas- 
sify it as an example of irresponsible journalism. 
It is unfortunate that it is necessary to dignify 
the disordered thinking and loose writing of the 
article itself by editorial comment. 

The author is an assistant professor at an ap- 
proved medical school and chief of surgery in a 
small-town hospital. He very properly extolls the 
scientific approach in which we have all been 
trained, including the collection of evidence, 
the weighing of it with discrimination, and the 
arrival at sound conclusions. However, such pre- 
cise thinking is completely abandoned and we 
find such statements as: “They [general practi- 
tioners] seemed to lack conception of, or cared 
nothing about, the vital position a hospital plays 
in community health. Categorically, this has 
been my experience with over 80 per cent of the 
general practitioners I have known professionally 
in the past ten years.” Twenty-five of the 30 
general practitioners that the Messianic author 
knows—“over 80 per cent”—prescribe sympto- 
matic treatment, receive their medical education 
from detail men, and suffer from intellectual 
isolation in the field of medicine. 

Let us examine the facts, weigh them, and 
perhaps arrive at a sound conclusion regarding 
the implications of this dim view of the general 
practitioner's attainments. 

1. American medicine has made tremendous 
progress because of a reform movement instituted 
within the profession itself in the early 1900's. 
This was highlighted by the Flexner report of 
1910 which resulted in establishment of some 
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of the finest teaching institutions in the world. 

2. Hospital staffs, professional societies, spe- 
cialty boards, the American Academy of General 
Practice, state licensing boards, and the great 
majority of physicians have supported ever 
higher standards for medical education. 

3. The undergraduate medical student is se- 
lected after adequate preparation and with due 
regard to his intelligence and social conscious- 
ness. He is the cream of the crop of our college 
students. 

4. He must then complete the most intensive 
discipline of reading and study and must satisfy 
the faculty and a licensure board of his compe- 
tence, in order to qualify for his degree. 

5. The ordinary everyday practice of medi- 
cine is delivering a higher quality of general care 
to the American people than ever before. It is 
conceded to be the best in the world. This can 
be supported by a mass of statistics compiled by 
insurance companies, the armed services, and 
agencies of the government. 

In weighing these facts, it becomes apparent 
that the author's opinions are completely invalid. 
He implies that 80 per cent of general practi- 
tioners are incompetent because of his opinion 
of thirty men. 

If they are not competent, in view of their 
careful selection, the facts regarding their edu- 
cation, and the health record of the country, 
who is? Is there any sound reason to sup 
that the author would not include all types of 
citizens in his category of incompetents? Most 
of them have had less opportunity than physi- 
cians to learn and practice the scientific ap- 
proach. We thus reach a reductio ad absurdum 
where a vast majority of mankind would be de- 
scribed as mercenary and incompetent. 

Those of us engaged in the practice of medi- 
cine have observed the most heart-warming evi- 
dence of unselfishness throughout the profes- 
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sion and of the gratitude this has evoked in 
the people it serves. We are convinced that most 
persons, including the average general practi- 
tioner, have fostered and preserved a sense of 
values. We all are aware of the continuing need 
for improving medical services and their distri- 
bution to the people. It is fortunate for our coun- 
try that the general practitioner has been able to 
relate his life to the patients’ welfare, to his sci- 
entific training, and to the continuing advances 
of medicine and the allied sciences. 

“How Good Is Your Family Doctor?” is rela- 
tively unimportant, published as it was in a 
magazine with limited circulation and with its 


type of subscriber appeal. What may be more 


important is the impact of the teacher-author’s 
warped thinking on the students who may be ex- 
posed to it. It would require diligent search to 
find a clearer example of ivory-tower isolation 
and loss of contact with both the current events 
of the day and the people who shape them. 

The late Will Cuppy published a collection 
of his charmingly written whimsies about ani- 
mals under the title How to Become Extinct. 
The Dodo became extinct, observes Mr. Cuppy, 
because that is all he was good for. And in dis- 
cussing the Ground Sloth, he points out that 
highly specialized animals tend to become ex- 
tinct as they cannot adapt themselves to chang- 
ing conditions. 

Could it be that here is a pertinent allegory? 

—Georce S. Kiump, M.D. 


Polycythemia Vera 


PoLycyTHEMIA vera is a disease of unknown 
origin characterized by an excessive production 
of red cells, leukocytes, and platelets. The symp- 
toms of the disease are largely those produced 
by the great increase in blood volume and cir- 
culating cell mass. There is a tendency to throm- 
bosis and hemorrhage. After some years, the 
bone marrow tends to become exhausted. Also in 
later years there is a tendency for the patient 
to develop leukemia, or multiple myeloma. In 
many cases, the disease is benign and somewhat 
border-line, and it may be hard to say whether 
the person is or is not headed for polycythemia. 

In these cases, there is no sign of any endo- 
crine dysfunction. The disorder occurs most com- 
monly in Jews of Russian and Polish origin, but 
it seldom runs in families. In mild cases the dis- 


ease should not be treated. In more severe cases 
the patient can be bled. When the disease is re- 
fractory, radioactive phosphorus can be used. 
Probably the only patients who should have 
radioactive phosphorus are those who are getting 
thromboses and who have too high a platelet 
level, also those who do not respond well to 
venesection. 

The prognosis is not bad, and many of the pa- 
tients live out a fairly long life. Many of them 
can be used advantageously for blood donors. 
They have plenty of blood to give away. 
Dameshek said recently that he had never seen 
any bad results come from the use of blood from 
persons with polycythemia vera. 


Dual Hospital-Physician Obligation 


AN eEprTorIAL in the June issue of Hospital 
Progress comments on a recent situation in which 
a physician protested the right of a Catholic 
hospital to remove him from its staff—due, it is 
inferred, to his active support of the planned 
parenthood movement in his city. 

It is not within our province to enter into this 
specific discussion, other than to concur, in pass- 
ing, with the editor's conclusion: “It would seem 
that good taste and propriety would demand that 
he [the physician] withdraw gracefully from an 
institution with whose philosophy he is so much 
at variance.” 

It does seem, however, that one paragraph of 
the editorial touches on a broader aspect of the 
hospital-physician relationship, of sufficient im- 
portance to warrant further consideration. In this 
paragraph, the writer commented: “Certainly 
hospitals should be loyal to the members of their 
medical staffs, but in like manner staff members 
should be interested in helping the hospital ful- 
fill its objectives and improve the quality of its 
care. There should be no place on a hospital 
medical staff for one who is interested only in 
using the hospital for personal advantages with- 
out manifesting any loyalty to its ideals.” 

For years, general practitioners have felt— 
and with much justification—that they were be- 
ing slighted by most hospitals . . . that access to 
hospital facilities was denied to them, or else 
granted grudgingly and in such small degree as 
to hamper their fullest service to their patients. 
One of the fundamental planks in the Academy 
platform is greater recognition of the general 
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practitioner and a program for his being given 
an active role on the hospital staff. 

These Academy objectives, however, do not 
envisage a one-sided obligation. The general 
practitioner who asks for full acceptance into 
this brotherhood of the staff should recognize 
that such acceptance carries with it an obligation 
on his part, as well. Hospitals are organized and 
maintained to facilitate the treatment of human 
ills . . . the alleviation of human suffering. The 
staff is designed to provide, singly and as a 
group, the best available training and skills in 
those objectives. It is the hospital’s duty, there- 
fore, to expect a contribution to those objectives 
from the applicant for staff membership. It has 
a right to ask him to indicate how he can im- 
prove its service by supplementing or augment- 
ing the skill and knowledge already provided by 
the existing staff. 

The Academy of General Practice believes 
there should be a place for the “family physician” 
on the hospital staff, because it believes he can 
make a substantial, constructive contribution to 
the staff's functions. But it behooves the physi- 
cian himself to constantly keep in mind his own 
responsibility, implied in his application for ad- 
mittance, both to meet the hospital’s standards of 
professional conduct and to contribute to its 
professional function. 


The Collings Report 


A NATIONALIZED medical system has a greater 
deteriorating effect on general practice, both 
professionally and economically, than on any 
other branch of medicine. That is the conclusion 
of Dr. Joseph S. Collings in a report on condi- 
tions in British medicine published in Lancet 
last spring. 

Doctor Collings found there is a definite 
trend in England away from general practice, 
in favor of specialist and hospital services. While 
he feels the Health Service Act has had an 
accelerating effect on this movement, it was 
initiated by the indifferent quality of British 
general practice. He says in part: “My observa- 
tions have led me to write what is indeed a 
condemnation of general practice in its present 
form, but they have also led me to recognize 
the importance of general practice and the dan- 
gers of continuing to pretend that it is something 
which it is not. Instead of continuing a policy 
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of compensating for its deficiencies, we should 
admit them honestly and try to correct them at 
their source. It is very evident . . . that many 
of the shortcomings attributed directly to the 
Act are the result of basic weaknesses in general 
practice, which have merely been intensified by 
the additional load.” 

The Collings report doesn’t indicate exactly 
what those. basic weaknesses are, but expresses 
a definite conviction that waxing sentimental 
about the “Old Family Physician” is not the 
solution to them. Presentation of a bronze plaque 
or gold medal to the “Typical General Prac- 
titioner of the Year” may be a well-deserved 
recognition of the lifetime of service rendered 
by one man to his community and his profession, 
but it hardly gets down to the fundamental and 
professional causes of the general practitioner's 
low estate. 

Nor does Doctor Collings feel that refresher 
courses provide a constructive solution, since in 
his opinion they, “do the general practitioner 
about as much good as an injection of Adrenalin 
dées a patient with terminal heart disease.” In- 
stead, he proposes establishment of “health cen- 
ters and group practice units which would give 
the practitioner better working facilities and 
bridge the widening gap between general and 
specialist services.” 

It is at this point that we stop seeing eye to 
eye with Doctor Collings. At least we fail to find 
in his pat solution for the British medical break- 
down any satisfactory answer to the American 
general practitioner's needs. We believe the aver- 
age American physician in general practice is a 
pretty good doctor. We know that is true of the 
13,000 members of the American Academy of 
General Practice. These men stand high in their 
profession because they constantly keep abreast 
of advancements in the profession, through 
medical journal reading and postgraduate study 
—the same media through which their contem- 
poraries in surgery and the other specialized fields 
maintain their professional efficiency. 

Perhaps the trouble lies in the quality of 
postgraduate study available to the British gen- 
eral practitioner. It would be an_ interesting 
experiment—if possible—to expose him to the 
refresher courses, clinics, county society meetings 
—yes, and pharmaceutical detail men—available 
to his American cousin. It is hard to imagine 


his attending an Annual Assembly of A. A. G. P. 
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and coming away without a vast new fund of 
knowledge—new techniques, new therapies, new 
drugs, new diagnostic procedures. 

Perhaps, too, the British general practitioner 
has arrived at such complete frustration, in the 
welter of red tape, endless report forms, and non- 
professional dicta, that he has lost his medical 
inquisitiveness. In that case, we question whether 
association with other equally frustrated souls in 
“health centers and group practice” could pro- 
duce any result other than a synergistic drive 
into further frustration. Anyway, the good Doc- 
tor didn’t pick a very appropriate analogy. Any 
physician whose professional abilities could be 
compared to the patient with terminal heart 
disease isn’t going to respond to “health center 
therapy” any more than he would to an injection 


of postgraduate study. 


The Nervous Nose 


Tue Busy physician is constantly seeing people 
whose main complaint is that they have sinusitis. 
Usually they have been to many nose specialists 
and have received many treatments. Ordinarily 
the tonsils have been removed and small opera- 
tions have been performed on the nose. If one 
gets a roentgenogram made of the sinuses, one 
usually finds no sign of any pus or old inflam- 
mation. Furthermore, if toward the end of the 
day the doctor looks at the patient’s handkerchief 
and finds it clean, he will know that the sinuses 
cannot be very bad. 

Often, if the doctor sends the patient to an 
able nose specialist, he will get back a report to 
the effect that there is no pus in the nose or any 
other sign of a sinusitis. Usually the rhinologist 
reports that the patient has either an allergic 
nose or one that is highly sensitive to vasomotor 
changes. 

If the doctor will then take the time to talk 
to such a patient, he will probably find that he 
or she is overly sensitive, and perhaps subject to 
stormy emotions. With a woman, he may find 
that she has a stuffy nose during menstruation 
or during sexual intercourse, or that she always 
has what she thinks is a cold when a window is 
open or when she eats chocolate or some food to 
which she is allergically sensitive. A librarian 
who is sensitized to book dust will get what looks 
like an acute cold whenever he takes down an 
old book from an undusted shelf. In the cases of 


many people, what looks like a cold is really a 
short attack of dust allergy of some kind. 

Many other so-called acute colds develop when 
a sensitive person is subjected to strain. For in- 
stance, the housewife may get what looks like a 
cold the day she has to cook Thanksgiving or 
Christmas dinner, or when her children suddenly 
come home from college with a number of 
guests, or when her rather trying mother-in-law 
comes to visit her. The “courtship” cold and the 
“honeymoon” cold are well known to wide- 
awake nose and throat men. Some people get 
what looks like a cold whenever they lose their 
temper. 

An interesting article on the subject is to be 
found in Psychosomatic Medicine for March- 
April, 1950. It was written by E. P. Fowler, Jr. 

There is another type of patient whom onc 
sees occasionally, the fussbudget and worrisome 
person who is determined that something must 
be done because of his or her postnasal drip. He 
or she is afraid that the mucus swallowed will 
injure the stomach or will be absorbed and will 
injure the brain. Some of these people are per- 
fectionists who want their body absolutely clean 
and just so. They will hawk and spit for a half 
hour after they get up, or they will keep wash- 
ing the nose out and putting nose drops into it. 
Some keep sniffing all day at a Benzedrine in- 
haler. Some are almost insane on the subject of 
their noses. 

A good nose and throat man will beg them to 
leave the nose alone. He will assure them that 
the mucus that is swallowed will not do any 
harm. Incidentally, usually it is not pus but a 
sort of jelly. 

In many persons the redness and irritability 
of the nose and nasopharynx are due to excessive 
smoking. This also accounts for the hacking 
cough, and the ideal ‘method of treatment of 
course is obvious. Usually the patient doesn’t 
care to take it. 


Nervous Backache 


Most puysicians have noted that in quite a few 
cases backache seems to be a manifestation of 
nervousness, psychopathy, or constitutional in- 
adequacy. Perhaps the muscles are ‘too tired to 
hold the patient up. Sometimes the backache is 
an equivalent of fatigue or annovance or worry. 


In the March-April, 1950, number of Psycho- 
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somatic Medicine, Louis Paul has summarized 
and gathered together most of the available liter- 
ature on this subject. Some of that derived from 
the literature of the psychoanalysts will probably 
sound a bit peculiar to general practitioners who 
are used to keeping their feet on the ground, 
but it may interest them, and it may reinforce 
their impression that in many cases backache is 
a psychosomatic disease. 


Simple Words 


Docrors ought always to resist the temptation 
to show what big words they can use, according 
to an interesting article by J. L. Appleton of the 
School of Dentistry of the University of Penn- 
sylvania. His paper was published in the Annals 

of Dentistry, September, 1949. Dentists, too, 
" tend to use words ostentatiously. For instance, a 
dentist will say that the patient has caries when 
he might as well say that he has a number of 
cavities. The dentist says gingival tissues when 
he means gums. Why doesn’t he say gums? Per- 
haps because he wants to sound like a highbrow. 
He says deciduous teeth when he means baby 
teeth. He says pathology when he means an ill- 
ness. Pathology doesn’t mean an illness; it means 
the study of the nature of illnesses. Even pro- 
fessors of medicine make this mistake. The high- 
brow dentist always says expectorate when he 
means spit. 

Few people realize that one of the greatest 
charms of the Bible and the English Prayer book 
is the simplicity of the language used. Often 
eight out of ten words will be of one syllable. 

Many people today think that when they 
write they should use a language more compli- 
cated than that which they use in everyday 
speech. Actually there is no good reason for 
changing one’s idiom when one writes. Medical 
essayists would do well to remember this. 


Peptic Ulcer 


THE proBLEMs of the treatment of ulcer are well 
discussed by Chester M. Jones in the Bulletin of 
the New York Academy of Medicine for August, 
1949. As he said, operations should be reserved 
for the patient with the intractable ulcer. Gastro- 
enterostomy is no longer in vogue because of the 
great frequency of recurrences. Even subtotal 
castrectomy does not always work well, and at 
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least 5 per cent of the patients come back worse 
off than they were before. 

Vagotomy is not an entirely satisfactory an- 
swer to the problem because some patients keep 
coming back with new ulcers, and some of them, 
for months or a year or two, are greatly dis- 
tressed by a feeling of gastric fullness, or diar- 
rhea. Some of the patients whose stomach doesn’t 
empty well can be helped by Urecholine. Today 
quite a few surgeons are giving up the opera- 
tion of vagotomy and are using it only in cases 
of the jejunal ulcer which forms after a high 
gastric resection. 

Jones said that he is now convinced that every 
person with a gastric ulcer is in danger of hav- 
ing a gastric cancer. No physician should treat 
a gastric ulcer medically unless the man promises 
to stay under close supervision for many months. 
Even when the ulcer appears to heal, it may 
break open again and the man may come back 
with a cancer of the stomach. If the gastric 
“ulcer” does not heal quickly the patient should 
be operated on, and the lesion should be re- 
sected. 

One must be particularly worried about the 
older person who has a short history of indiges- 
tion. The chances are at least fifty-fifty that his 
lesion is cancerous when first seen. It can be 
cancerous even when it looks like an ulcer. As 
Jones said, he did not believe that all gastric 
ulcers should be resected, but he was sure that 
most of them should be. 

Fortunately, the duodenal ulcer practically 
never becomes cancerous. 


The Use of BAL 


Many puysicians have doubtless wondered 
what this BAL is which is now being used for 
combatting the injurious effects of arsenic, mer- 
cury, or other metallic poisons. Actually it means 
British antilewisite. It is a dithiol and forms a 
nontoxic compound with arsenic. Unfortunately 
it has quite a few side-reactions which can be 
troublesome. 

Recent studies indicate that BAL is helpful in 
the case of persons who have taken mercuric 
bichloride with suicidal intent. The treatment 
should be started within the first few hours 
after the taking of the poison. According to a 
report in the October, 1949, Annals of Internal 
Medicine, 59 out of 61 patients so treated 
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recovered, and in all but 2 the improvement 
came very quickly. Of course other treatments 
were given, such as blood transfusions and the 
washing out of the stomach with sodium for- 
manilid sulfoxylate. 

So far there isn’t much evidence to indicate 
that BAL is of much help in lead poisoning. 
BAL should be tried in all puzzling cases of 
polyneuritis. In a few of them the good results 
have been spectacular. 


Contagion in Doctors’ Offices 


THE PROBABILITY that infants or children taken 
to the doctor’s office may there pick up some 
exanthem or other infection from children in 
the waiting room is commented on by Dr. 
George Blumer in the December, 1949, Annals 
of Western Medicine and Surgery. Some 
mothers realize that this happens and hence they 
hate to take their children to the doctor. As one 
woman said, “When I was last to see the doctor, 
one little girl was visiting all the children in the 
waiting room while sniffing and coughing in 
the early stages of a cold, and I didn’t like it.” 

Blumer tells of a pediatrician who tried to cope 
with this problem. He had an extra, smaller 
room, and when a mother telephoned for an ap- 
pointment, the office nurse would ask her if it 
looked as if the child were coming down with 
any infection. If so, the mother was instructed 
to bring the child into the smaller waiting room 
which could be entered without going through 
the main one. The small waiting room was 
equipped with an ultraviolet air sterilizer which 
was turned on as soon as the patient left. Doubt- 
less also if the waiting room attendant ever 
noticed that a child was acutely ill, she would 
immediately transfer it from the main waiting 
room to the special one, or if someone were al- 
ready there, she would take the child into one 
of the doctor’s examining rooms. 

Recently, a nervous woman was telling us 
how she had waited all morning to see a promi- 
nent neurologist. By noon she was nearly out of 
her mind because in the chair next to her there 
was a mother with a spastic idiot sprawling on 
her lap, drooling, making weird sounds and hav- 
ing an occasional little convulsion. A wise re- 
ceptionist would have taken that child out of 
the waiting room quickly before it had gotten 
all the other patients frantic. 


There is many a wise physician who has usec 
two waiting rooms—a regular one and one fo: 
patients whom he did not wish to keep for lon¢ 
in the main room. 


Dissolving Kidney Stones 


ExperIMENts which indicate that one can dis- 
solve kidney stones were reported by Dr. Robert 
F. Gehres in an essay which recently won sec- 
ond prize in the annual contest of the American 
Urological Association. He used a chemical 
which was mentioned in the German literature 
in 1937 under the name of Trilone. Gehres used 
it under the name of Calsol or Versene. So far 
the medicine has had to be injected into the 
pelvis of the affected kidney through a ureteral 
catheter. Gehres hopes that in time a chemical 
will be developed which can be injected into the 
patient's veins or can be taken by mouth. 

Gehres reported that in two patients stones 
were completely dissolved, one after 24 hours of 
continuous irrigation, and the other after 3 days 
of intermittent irrigation. In the case of one pa- 
tient who had only one kidney and that full of 
stones, this was injected intermittently over the 
course of a month, and the stones were half dis- 
solved. The kidney then regained its normal 
function. 

Other chemicals have been used for this pur- 
pose but the new Calsol seems to be three times 
as effective as any of the others. 


Radioiodine for Angina Pectoris 


RecENTLY Herman L. Blumgart reported a three- 
year study of the use of radioiodine in the cases 
of 33 patients with angina pectoris. In quite a 
few the pain was abolished or significantly de- 
creased, but in some no effect was observed. 
Even in a few patients who at the time had se- 
vere congestive failure there was striking relief 
when radioiodine was used. 

As many physicians will remember, some years 
ago efforts were made to relieve angina pectoris 
by removing the thyroid gland and producing 
myxedema. The modern use of radioiodine is 
another way of cutting down (1) on the strain 
of the circulation and (2) perhaps on the sensi- 
tiveness of the patient. The patients do best ap- 
parently when their basal metabolic rate is low- 
ered to from minus 20 to minus 25 per cent. 
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Paralysis After an Operation 


EvERY SO OFTEN a patient will complain bitterly 
that after an operation he had a marked numb- 
ness and misery in the distribution of the ulnar 
nerve in one arm. As M. R. Ewing pointed out 
in the January 21, 1950, number of the London 
Lancet, one occasionally sees a palsy of the 
whole upper extremity after an operation. 

Surgeons don’t realize how often these things 
happen because commonly the patient does not 
complain to them about it. He goes back to his 
family doctor and complains to him. 

It seems highly probable that the difficulty is 
due to the present-day custom of keeping the 
arm out at right angles to the body, strapped to 
a board. Certainly the board ought to be well 
cushioned and preferably with a cushion that 
will keep the ulnar nerve from touching the 
board. It might be well, also, to keep the board 
at only a slight angle away from the body, or, 
better yet, after the Pentothal sodium has been 
given, the arm ought to be released and allowed 
to go to the side of the body, with a little roll 
near the elbow to raise and protect the ulnar 
notch. 

Complications of the type described may not 
seem to amount to much to the surgeon, but 
they certainly amount to a great deal to the poor 
patient who has to be in misery for a year after 
his operation. 


Tuberculosis and Gastric Contents 


Few pHysicians today, faced with the difficult 
problem of recognizing a little flare-up of ac- 
tivity in an old healed tuberculosis of the lung, 
realize the great value of looking for tubercle 
bacilli in the person’s fasting gastric contents. 
To illustrate, a stocky, well-nourished man who 
had had tuberculosis many years before, and had 
had good healing, got what appeared to be an 
attack of influenza. Following this, for a couple 
of months, he dragged around, tired out, and 
then consulted his doctor. Nothing was found 
on a careful examination. No rales could be 
heard in the lungs and the roentgenologists, on 
comparing new films with the ones made a year 
or two before, could see no difference in the ex- 
tent of the fibrosis in the upper lobes. They 
thought that the lesion was healed. The man 


© October, 1950 


had practically no cough and no sputum. There 
was no sputum to examine. 

Because much of the material that comes up 
out of the lungs during the night is swallowed, 
the man’s stomach was pumped out in the morn- 
ing and the little secretion obtained was centri- 
fuged. Examination of the sediment showed no 
acid-fast bacilli, but a culturse made from this 
material on suitable media showed a growth of 
tubercle bacilli. Evidently there had been a flare- 
up and that is why the man felt miserable and 
tired and without energy or appetite. If doubt 
had remained, some gastric sediment could have 
been injected into guinea pigs. 


Variants of Epilepsy 


THE EXPERIENCED physician should recognize 
each year a number of variants of epilepsy. Some 
dizzy spells are really minor attacks. Sometimes 
muscles will suddenly twitch violently and the 
patient will throw something or drop it. If the 
legs twitch violently the patient may drop to the 
floor for a moment. The patient may suddenly 
go limp all over. There may be sudden curious 
spells when the patient feels hot or cold or per- 
spires or has goose flesh. Then the heart will 
race and the patient will tremble. Commonly 
there are tantrums of temper. The relative of the 
epileptic is often a violent sort of a person with 
a bad temper. Such persons will never dare to 
start spanking a child because they don’t know 
how to stop. Some of the people have peculiar 
abdominal crises of pain. Others have violent 
headaches. 

It is important to ask quickly if there is any- 
one in the family who ever fell down or who 
had a violent temper or who had curious little 
forgetful spells. One should not use the word 
epilepsy because that frightens people off. Some- 
times it will be found that one or more persons 
in the family were a bit psychotic and alcoholic. 
It helps much to find out that the person had 
fever convulsions in childhood. This often means 
that the person has a tendency to epilepsy. 

In all puzzling cases, an electroencephalogram 
should be obtained because this may show the 
typical dysrhythmia. In that case, Dilantin (gr. 
1%) plus Mebaral (gr. %) or one of the other 
sedatives used in epilepsy should be tried. Some- 


times it will work a miracle. 
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Chesity in Children 


BY IRVINE MCQUARRIE, M.D. 


University of Minnesota, Minneapolis 


Obesity is of great significance in the practice of the physician who 

treats children. The basic cause of the condition is overeating and 

many factors which contribute to this. The principles of treatment are relatively 
simple, including reversal of the balance between caloric intake and output, diet, 
and proper attention to psychologic and sociologic aspects of the problem. 


Osesrty is perhaps the most easily neglected of 
clinical problems occurring in childhood. The 
overbusy physician frequently fails to recognize 
its significance to the child’s general health or 
considers that it will “take care of itself” in due 
time when growth and development proceed 
into adolescence, as indeed it does in many in- 
stances. Parents likewise tend to regard it lightly, 
-assuming it to be the expression of an immutable 
family trait or merely an indication of a superior 
state of nutrition. 

When, on the other hand, some complica- 
tion or associated symptum complex brings the 
true significance of the disorder into bold relief 
and causes those concerned to seek medical as- 
sistance, response to simple therapy is usually 
highly gratifying. However, the author, like 
most other physicians having a special interest 
in endocrinology and metabolism, sees in con- 
sultation each year a number of severely obese 
children whose anxious parents repeat an old, 
old complaint, to wit: “Try as we will by the 


use of massage, exercise, reducing drugs, and 
special diets, we cannot make this child lose 
weight or even stop gaining. We have tried 
everything! She may lose a few pounds on a spe- 
cial diet at first; then, she gains this back, and 
more too. It is discouraging! There must be 
something wrong with her glands.” Taking this 
story at face value, the uninitiated physician is 
likely to feel a sense of frustration and wonder 
if the patient might not represent an obscure 
and unusual case of so-called “endogenous” 
obesity in which ordinary weight-reducing thera- 
peutic measures are assumed to be ineffectual. It 
is with this type of problem that this discussion 
is primarily concerned. 

True obesity may be defined in general terms 
as a disorder of metabolism in which accumula- 
tion of fat in the adipose depots of the body is 
obviously in excess of the amount compatible 
with an optimal state of nutrition. Any estimate 
of the degree of adiposity must take into account 
the body build or the relative sizes of the mus- 
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cular and skeletal systems, as well as the height, 
age, and sex of the individual child. 

Whether the state of adiposity involves an es- 
sentially healthy person or one suffering from 
some associated disease condition, the basic cause 
of the obesity itself is the same, according: to 
most of the reliable information that has been 
accumulated from extensive scientific investiga- 
tion of the subject, namely, overeating. An ex- 
cess of energy intake over energy expenditure al- 
ways results in the deposition of neutral fat, ex- 
cepting in instances of a very rare form of uni- 
versal lipodystrophy (“histolipodiaresis”), de- 
scribed by Hansen and McQuarrie, Lawrence, 
and others,'in which neutral fat deposition prac- 
tically does not occur due to some obscure dis- 
turbance in the physiologic mechanisms involved 
in this process. 


Prevention Should Begin Early 
The aspect of the obesity problem which per- 


tains to contributing factors is one with many 
facets. Their consideration is often paramount 
from the viewpoint of the therapy or prevention 
of the disorder. While obesity of a degree which 
is detrimental to the victim’s general health is 
encountered far less frequently in children than 
in adults, it is, nevertheless, of great significance 
in pediatric practice. Much of the obesity of 
adulthood merely represents the persistence of 
excessive adiposity acquired during childhood or 
is due to faulty eating habits and mental atti- 
tudes developed during that period of life. The 
unfavorable influence of obesity on longevity as 
a result of its devastating effects on the cardio- 
vascular system and on various metabolic func- 
tions is well known. Prevention of the disorder 
should begin, therefore, in early life. 

Factors which lead to overeating and hence to 
obesity are many. The most important, because 
of its comparative frequency, is that related to 
the child’s environment which to a large extent 
determines his habit of hyperalimentation. The 
latter is not infrequently dependent on the fam- 
ily custom of serving large, high-caloric meals 
or on the parents’ constant urging of the child 
to consume more food than he requires. Where 
overweight characterizes a family consisting of 
both adults and children, it is often difficult to 
determine to what extent the condition repre- 
sents an innate familial tendency to obesity and 


to what extent it is due to an acquired habit of 
luxus eating. In a child or an adult, the habit 
may have a psychologic basis, as pointed out by 
Bruck and others, the maladjusted individual 
consuming excessive amounts of candy and sim- 
ilar foods as a substitute for other unsatisfied 


wants. 


Obese children, who are otherwise essentially 
normal, frequently show somewhat accelerated 
physical growth and development. Their basal 
metabolic rates tend to be normal or slightly ele- 
vated. Not infrequently this type of so-called 
simple or physiologic obesity disappears spon- 
taneously after the period of adolescence as the 
adolescent appetite becomes less ravenous. The 
very large, excessively fat infant or preschool 
child is practically always found to be one with 
an almost insatiable appetite. Children with the 
more marked degree of obesity tend to occur in 
families in which the incidence of overweight 
among adults is comparatively high. As a rule, 
the adiposity in such children begins before the 
sixth year of life more commonly than it does 
in less obese children. 

So-called “endogenous” etiologic factors per- 
tain to the neurogenic and endocrine relation- 
ship observed in certain obese children showing 
signs of functional or organic disease of those 
systems. The classical example of the neurogenic 
type is that described by Frohlich in a child 
with a supracellular cystic tumor. Most cases of 
supracellular cystic tumors arising from Rathke’s 
pouch (craniopharyngiomas) show a moderate 
degree of obesity. Other intracranial tumors di- 
rectly or indirectly involving the hypothalamic 
region tend to produce adiposity. 

There is little evidence to support the original 
theory of Frohlich, however, that the obesity in. 
such cases is due to hypopituitarism. It is highly 
probable that the intracranial lesion exerts a 
positive effect on an appetite center in the 
diencephalon. Hetherington ‘and also Brobeck, 


_Tepperman, and Long have- produced hyper- 


phagia experimentally in rats by damaging the 
hypothalamic region. Such animals were found 
to develop marked obesity when: given free ac- 
cess to an unlimited food supply. but not when 
allowed to consume: only that amount which 
was found to be taken voluntarily by normal 
control animals. Functional (psychic) or hor- 
monal influences on the hypothalamic center 
appear to be responsible for the inordinate ap- 
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petite which as associated with obesity in some 
patients. 

Nearly all of the endocrine glands have been 
implicated by physicians as contributing factors 
in obesity. However, hypothyroidism, once re- 
garded as the most important cause of adiposity, 
is rarely found associated with true obesity in 
children. The same may be said with regard to 
the alleged relationship of obesity to hypopitu- 
itarism. The obesity observed in animals follow- 
ing hypophysectomy is explained more satisfac- 
torily on the basis of a traumatic effect of the 
operation on the hypothalamic appetite center. 

In Cushing’s syndrome of hypercorticoadrenal- 
ism, there develops a more or less characteristic 
type of obesity with excessive deposition of fat 
about the cheeks, the lower cervical and upper 
thoracic vertebral spines, and about the trunk, 
generally with no increase in the fat of the ex- 
tremities. No satisfactory explanation for this 
peculiar distribution of adipose tissue has been 
offered. The obesity is acquired during the early 
phase of the disease when appetite is increased 
temporarily but tends to be reduced when ap- 
petite fails in the later stages. The associated 
hyperglycemosis and glycosuria and perhaps the 
purplish striae in the skin are regarded as the 
results of excessive glyconeogenesis with conver- 
sion of body protein to glucose at an abnormal 
rate, following overproduction of the 1 1-oxycor- 
ticosteroid type of hormones by the cells of the 
adrenal cortex. Some of the glucose released in 
the course of this abnormal metabolic reaction 
may well be converted into fat, which is de- 
posited in peculiar locations. 

Overeating and the resulting development of 
obesity in the early stages of diabetes mellitus in 
some patients and the deleterious effects of 
obesity on the diabetes are well known. In the 
occasional patient with chronic hypoglycemia 
due to true hyperinsulinism, overeating to re- 
lieve excessive appetite and discomfort may re- 
sult in the development of obesity. The gonads 
appear to have but little relationship to obesity. 

The chief complications of obesity in chil- 
dren are social maladjustment and related per- 
sonality disturbances, impaired carbohydrate tol- 
erance, and epiphysiolysis or slipping of an 
epiphysis, particularly the upper femoral epiphy- 
sis in early adolescence. Occasionally signs of 
cardiac insufficiency become apparent upon ex- 
ertion. Intracranial tumors and hyperplasia or 
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tumor of the adrenal cortex (Cushing's syn- 
drome) are other associated conditions. 


Treatment 


The basic principles underlying the treatment 
of obesity in children are comparatively simple. 
Reversal of the balance between caloric intake 
and output, so that a significant proportion of 
the patient's obligatory expenditure of energy is 
derived from his own fat stores is of paramount 
importance. While a moderate increase in mus- 
cular exercise is often desirable in the case of 
an inactive individual, reduction in food intake, 
with or without exercise, is the essential feature 
of any effective regimen for weight reduction. 

The weight-reducing diet, adjusted to the pa- 
tient’s age, must contain adequate amounts of 
protein, minerals, and vitamins to meet his re- 
quirements for these essentials while supplying 
no more than one-half to three-fourths of the 
calories that would be needed to maintain con- 
stant weight. Any diet high in protein and com- 
paratively low in fat and carbohydrate suffices. 
Skim milk, lean meat or fish, egg white, cottage 
cheese, leafy and colored vegetables, and low- 
caloric fruits constitute the basis of such regi- 
mens. Supplementation of this diet with vita- 
mins is highly desirable. Proper attention to the 
psychologic and sociologic aspects is essential. 

Extensive studies on the place of thyroid ex- 
tract in the treatment have resulted in the con- 
clusion that this hormone is not only ineffective 
as an aid to reduction but is often harmful and 
so should be discarded. The same may be said 
for all of the drugs that have been proposed for 
use as a substitute for or as accessory to the low- 
caloric diet. In the exceptional case, in which 
there is convincing evidence of a pathologic 
overstimulation of the appetite center, the tem- 
porary use of amphetamine may be justified as 
an adjunct to the low-caloric dietary regimen. 

The final outcome in any case will depend 
very largely upon the degree of cooperation that 
the physician is able to obtain from the patient 
himself and from his family and associates. After 
the weight has been reduced to a level approx- 
imately ten per cent above the average for the 
child’s age, height, and sex, the caloric value of 
the diet may be increased to a maintenance 
level. There it may be kept until he “grows 
into” the desired weight. 
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The Present Status of... 
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In 1950, E. BennAmou of France and his col- 
leagues reported having treated 100 typhoid 
patients with chloromycetin. They gave 4 Gm. 
of the drug to begin with, and continued with 
3 Gm. daily until the temperature returned to 


normal. For a time they continued some treat- 
ment so as to prevent a recurrence. They arrived 
at the conclusion that chloromycetin is the drug 
of choice for use in the treatment of typhoid 
fever. 


and Cental haries 


In THE Public Health Report for November 11, 
1949, Knutson and his associates described the 
effects of topically applied fluorides on cavity 
formation in the permanent teeth of children. 
These studies showed that a series of 4 topical 


applications of a 2 per cent solution of sodium 
fluoride, preceded by dental cleansing, effected 
a 40 per cent reduction in the incidence of 
dental cavities. Making of more than 4 such ap- 
plications did not increase the prophylactic effect. 


bancer 


Accorprnc to the American Cancer Society and 
the National Research Council’s Committee on 
Growth, the five best recent discoveries in re- 
gard to cancer are (1) new evidence on changes 
in the blood serum in cancer patients which may 
eventually lead to a practical blood test; (2) the 
finding that antifolic acid vitamin compounds 
give definite though limited benefit in the treat- 
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In Tubercle, for January, 1950, J. Lehmann and 
his colleagues report on the use of para-amino- 
salicylic acid (PAS) in the treatment of pulmo- 
nary tuberculosis in 378 cases in‘six sanatoriums 
in Sweden. The treatment was continued for at 
least a month, and the patient was observed for 
at least 3 months after that. The most impres- 
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ment of acute leukemia; (3) a few encouraging 
results with ACTH and Cortisone; (4) discov- 
ery that a new chemical compound called Guana- 
zola will check the growth of certain types of 
cancer in mice without apparently harming the 
animals, and (5) further evidence that chemicals 
which produce environmental cancer cause 


changes in the hereditary pattern of body cells. 
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sive effect of the drug was seen in the lowering 


of fever and of the sedimentation rate. There — 


was also a gain in appetite and weight, and an 
improvement in the general condition of the 
patient. There was a decrease in the amount of 
sputum and an improvement in the appearance 


of the lesions in the roentgenogram. 
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BY ALVIN L. BERMAN, M.D. 
Elyria, Ohio 


Intravenous sodium pentothal is a safe and valuable anesthetic for obstetric 
deliveries when administered by trained and experienced anesthetists. One 

small general hospital has employed it as the anesthetic of choice in both Cesarean 
section and vaginal delivery with no increase in the incidence of fetal mortality. 


THE EVER-CONTINUOUS SEARCH for the ideal an- 
esthetic has uncovered many advances in the 
field of obstetric anesthesia. It has stimulated the 
use of various pain-alleviating agents in the 
hope that an ideal obstetric anesthetic could be 
found. As yet there is no one anesthetic that 
can measure up to the specific criteria estab- 
lished by investigators in this field. These cri- 
teria are: (1) ease and rapidity of induction; 
(2) adequate oxygenation; (3) ready control- 
lability; (4) little or no effect by preanesthetic 
agents; (5) little effect on the infant; (6) lack 
of third stage bleeding; and (7) promptness of 
recovery. 

The development of obstetric anesthesia has 
gone through many phases. Early in the search 
for an appropriate anesthetic, inhalation anes- 
thetics such as ether, chloroform, nitrous oxide, 
ethylene, and cyclopropane were used exten- 
sively. The next phase, in which sodium pento- 
thal represented the major contribution, brought 
forth the use of intravenous anesthetics. At pres- 


ent the turn has beea toward the use of local 
anesthetics exemplified by such procedures as 
spinal or continuous caudal anesthesia. It is the 
purpose of this paper to present the experiences 
and results in vaginal obstetric deliveries and 
Cesarean sections using intravenous sodium 
pentothal as the anesthetic agent. 

Elyria Memorial Hospital has a capacity of 
140 beds, and is located in an Ohio community 
of approximately 40,000 population. Of the total 
number of beds in the hospital, 32 are used ex- 
clusively for obstetrics. The hospital has a staff 
of 40 active physicians, 18 of whom are general 
practitioners who do some obstetric practice, 
while 3 staff members devote themselves ex- 
clusively to the practice of obstetrics and gyne- 
cology. The anesthesia department consists of 2 
nurse anesthetists who have each had eleven 
years of anesthesia experience, all of them ob- 
tained in this hospital. 

In the years preceding this statistical an- 
alysis (1945 to 1948) the anesthetic of choice 
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Table 1. Anesthetics Used in Vaginal Deliveries, 1945 to 1948. 


Anesthetic 1945 1946 1947 1948 Totals 
Sodium Pentothal 25 100 732 826 1,683 
« « « © © «© 25 5 2 2 34 
Spinal 66 66 


in obstetrics was gas-oxygen-ether inhalation. 
Intravenous sodium pentothal was first used in 
Elyria Memorial Hospital as an obstetric anes- 
thetic in 1943. In 1944, intravenous. sodium 
pentothal was used in 17 deliveries, but since 
1945 this anesthetic has gradually become the 
routine anesthetic in vaginal and Cesarean deliv- 
eries. Intravenous sodium pentothal is always 
administered by a nurse anesthetist. Table 1 
lists the anesthetics used in vaginal deliveries 
from 1945 to 1948 and their frequency of use. 


Review of the Literature 


References to the use of intravenous sodium 
pentothal as an obstetric anesthetic first began to 
appear in the literature in 1936. Teel and Reid 
(1935) reported its use as an analgesic during 
labor in 3,592 cases, and even though given in 
large doses, it had no effect on the labor or on 
the cellular constituents of the blood. In 1937, 
Hutton and Tovell, using sodium pentothal as 
an obstetric anesthetic, observed that it was 
rapidly destroyed and that the maternal recovery 
was rapid and not associated with nausea, emesis, 
or undue restlessness. Using a 5 per cent solu- 
tion of sodium pentothal intravenously, Kasse- 
bohm and Schreiber (1938) reported that they 
found no increase in the incidence of respira- 
tory difficulties or asphyxia in the newborn. The 
maximum dose of sodium pentothal used was 
1.0 Gm. 

To determine the effect of sodium pentothal 
on labor, Pankratz (1941) injected sodium 
pentothal intravenously into animals in doses of 
0.1 to 0.3 gr. per pound of body weight and 
found that there was no decrease in the tonus or 
contractibility of the intact uterus. Dippel, Hel- 
man, Wolters, Wall, and Hairston (1947), 
using 1.0 to 2.7 Gm. of a 2 per cent sodium 
pentothal solution intravenously in 350 nonse- 
lected obstetric cases, concluded that labor was 


not prolonged and that the contractions and 
contractibility of the uterus were not effected. 

Of great significance is the effect of intrave- 
nous sodium pentothal on the fetus. Dreisbach 
and Snyder ‘(1943) injected sodium pentothal 
in animals in doses of 10 mgs./kilogram, and 
showed that the fetal respiration was decreased 
to one-third the initial rate after 5 minutes. 
When 30 to 55 mgs./kilogram were injected, 
no further respiratory depression was noted. 
These investigators concluded that the fetal 
apnea was caused by the respiratory depressant 
action of the drug and not due to anoxemia, 
since determinations of the oxygen and carbon 
dioxide concentrations of the fetal blood were 
normal. Snyder (1949), taking blood from the 
umbilical vein, corroborated this absence of 
anoxia in the human fetus. Dippel and co- 
workers, in their analysis of 350 clinical cases, 
reported that 89.5 per cent of the infants re- 
quired no resuscitation while 10.5 per cent re- 
quired some oxygen administration. They con- 
cluded that very little resuscitation was neces- 
sary if delivery of the fetus occurred within 8 
minutes after sodium pentothal induction. 

The establishment of this time safety factor 
was first elucidated by Hellman, Shettles, Man- 
ahan, and Eastman (1944). By determining the 
barbiturate concentration of the maternal and 
fetal blood, these investigators found that sig- 
nificant amounts of the barbiturate were present 
in the fetal circulation within 5 minutes after in- 
duction, and in 12 to 15 minutes were present in 
concentrations equal to that of the maternal 
blood. They concluded that for the safety of the 
fetus, its delivery should be completed within 8 
minutes after pentothal induction. 

Masson and Beland (1945), investigating the 
metabolism of sodium pentothal, concluded that 
it is destroyed by all the body cells and not by 
the liver cells alone. It was their belief that liver 
disease and hepatocellular damage was no con- 
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traindication to the use of intravenous sodium 
pentothal. This tenet was further substantiated 
by Dunn (1944) who successfully used sodium 
pentothal anesthesia in 1] toxemia cases with- 
out maternal or fetal mortality. As to its delete- 
rious action, intravenous sodium pentothal has 
caused phlebitis, hiccups, sloughing of super- 
ficial tissue due to extravisation, and pulmonary 
embolism. 


Method of Intravenous Induction 


Vaginal Deliveries. Analgesia during the first 
stage of labor is obtained, according to the per- 
sonal desires of each individual doctor, with the 
use of such drugs, either singly or in combina- 
tion, as Demerol, scopolamine, Nembutal, and 
Trional. These drugs are repeated frequently, 
dependent upon the length and severity of the 
first stage. At the onset of the second stage, anal- 
gesia is maintained by the administration of drop 
ether. With the complete dilatation of the cervix, 
and when the presenting part has definitely 
“crowned,” the patient is taken into the delivery 
room and made ready for delivery. 

At this time the anesthetist is called, but the 
anesthetic is not started until the attending 
physician is ready for the delivery. A 2.5 per 
cent solution of sodium pentothal is then in- 
jected slowly into one of the cubital veins, and 
the needle is kept in the vein throughout the 
delivery. When the patient has fallen asleep 
she is placed in the lithotomy position, cleansed 
with soap and water, and the entire perineum, 
vagina, and adjacent areas painted with tincture 
of Merthiolate, before being draped with sterile 
drapes. 

During the delivery it is &ften necessary to 
inject more sodium pentothal in order to main- 
tain obstetric anesthesia. For a complete delivery, 
including the induction, delivery (which may 
or may not include forceps), and operative re- 
pair, 0.5 to 1.0 Gm. of sodium pentothal are 
utilized. Supplemental inhalation anesthesia or 
oxygen inhalation is no longer used routinely in 
vaginal deliveries. 

Cesarean Sections. These cases include elec- 
tive and emergency Cesarean sections. The pa- 
tient is premedicated either with atropine sul- 
fate gr. 1/150 or scopolamine gr. 1/200 about 1 
hour before the surgery. In the operating room, 
using the Gilsen apparatus, a 2.5 per cent solu- 
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tion of sodium pentothal is injected into the 
cubital vein and the set is strapped in place on 
the arm. The Gilsen apparatus provides for the 
simultaneous administration of parenteral fluids 
and sodium pentothal. Inhalation of 100 per 
cent oxygen is begun as soon as the patient is 
asleep. The abdomen is then cleansed, painted 
with tincture of Merthiolate, and draped for a 
midline incision. Approximately 1.0 Gm. of sodi- 
um pentothal is used before surgery can be 
started. It has been found that between 1.0 to 
1.5 Gm. of sodium pentothal are necessary to 
maintain surgical anesthesia during either a clas- 
sical or a low cervical Cesarean section. After 
the baby is removed from the uterus, the patient 
is maintained throughout the rest of the pro- 
cedure by the inhalation of 50 to 50 per cent 
nitrous oxide and oxygen mixture or 100 per 
cent oxygen. 

During 1949, intravenous curare, in doses 
ranging from 60 to 100 units, was used routinely 
as an adjunct to sodium pentothal anesthesia. It 
acts by decreasing intestinal motility and disten- 
tion, and decreases the total amount of sodium 
pentothal necessary for surgical anesthesia. 


Results 


Table 1 shows that in 1948 intravenous sodi- 
um pentothal was the anesthetic used in ap- 
proximately 80 per cent of all vaginal deliv- 
eries. To determine its safety as an obstetric an- 
esthetic, the fetal mortality rate when sodium 


-pentothal was used (1945 to 1948) was com- 


pared with that when gas-oxygen-ether was used 
(1945 to 1948). 


These results are as follows: 


cases deaths per cent 
Gas-Oxygen-Ether . . . . 1,766 58 3.2 
Sodium Pentothal « « 1683 51 3.0 


The fetal mortality with pentothal anesthesia 
was 3.0 per cent as compared to 3.2 per cent 
with gas-oxygen-ether. The use of pentothal an- 
esthesia did not increase the number and _per- 
centage of infant deaths in vaginal deliveries. 

Fetal mortality results obtained with intrave- 
nous sodium pentothal anesthesia in Cesarean 
sections are recorded in Table 2. Four deaths 
occurred in a total of 161] sections during 1945 
through 1948, giving a mortality rate of 2.5 
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per cent. These results were then compared 
with those obtained with gas-oxygen-ether anes- 
thesia during the years 1941 through 1944 when 
gas-oxygen-ether anesthesia exclusively was used 
im Cesarean sections. 

These results are as follows: 


cases deaths per cent 
Gas-Oxygen-Ether . . . . 112 7 6.2 
Sodium Pentothal . . . . 161 4 2.5 


The fetal mortality rate with gas-oxygen- 
ether was 6.2 per cent, and 2.5 per cent with 
sodium pentothal anesthesia. Although it is dif- 
ficult to show a direct relationship between fetal 
mortality and the anesthesia used, the results 
reveal that sodium pentothal anesthesia, in ob- 
stetric deliveries, did not increase fetal mortality. 

Five maternal mortalities, in a total of 3,657 
vaginal deliveries, occurred during 1945 to 1948; 
none occurred in 161 Cesarean sections. Of 
these 5 deaths, 1 was due to a severe toxemia 
of pregnancy in a patient who expired within 
a few hours after admission into the hospital. 
Three patients expired 6, 12, and 16 days after 
delivery with gas-oxygen-ether anesthesia, due to 
bronchopneumonia, status epilepticus, and pul- 
monary embolism respectively. One mother died 
of aspiration pneumonia the day of delivery 
after having been delivered with sodium pento- 
thal anesthesia. Thus in a total of 1,844 obstet- 
tic deliveries (vaginal and Cesarean combined) 
during 1945 to 1948, one maternal death was 
recorded with sodium pentothal anesthesia, giv- 
ing a mortality rate of 0.05 per cent. 


In June, 1943, intravenous sodium pentothal 
was first used in Elyria Memorial Hospital as 
induction anesthesia in Cesarean sections, and 
in December, 1943, was used in vaginal deliv- 
eries. Through the succeeding years, and up to 
the present time, intravenous sodium pentothal 
has become the anesthetic of choice for most of 
the staff members in both vaginal and Cesarean 
deliveries. It is not the ideal anesthetic, but be- 
cause of its ease of administration, «rapid induc- 
tion, rapid and comfortable maternal recovery, 
and absence of frequent abnormal fetal reac- 
tions, intravenous sodium pentothal has become 
a useful and valuable obstetric anesthetic at 
Elyria Memorial Hospital. 


There is no disputing the favorable effect on 
the mothers. The patient is induced within 10 
to 15 seconds without going through an excita- 
tory and antiperistaltic stage. With the sole use 
of sodium pentothal, surgical anesthesia is ob- 
tained so that any type of operative procedure 
can be performed. The pentothal is destroyed 
rapidly thus allowing for rapid maternal recov- 
ery. Within 30 minutes the mothers are awake, 
oriented, and asking about their infants. This 
recovery period is not associated with spasms of 
nausea and emesis, and the incidence of post- 
partum aspirational pneumonia is practically nil. 
Ingestion of a regular diet and early ambulation 
usually can be carried out on the day of de- 
livery. Although no specific data is presented in 
this report, it is the impression of the Elyria 
Memorial Hospital staff that, since the advent 
of sodium pentothal anesthesia, the incidence 
of complications in the third stage of labor has 
decreased. 

The major consideration concerning any ob- 
stetric anesthetic is its effect on the infant. 
Sodium pentothal acts by depressing the respira- 
tory rate of the fetus and not by decreasing the 
oxygen and carbon dioxide concentrations of the 
fetal blood. Most of our infants require pharyn- 
geal and tracheal aspiration and some resuscita- 
tion with 100 per cent oxygen. Not infrequently 
the babies will cry spontaneously when deliv- 
ered, then become quiet and depressed and re- 
quire oxygenation. The number of severe apneas 
is small; nevertheless, an infant oxygen resusci- 
tator in the delivery room is kept in constant 
readiness when intravenous sodium pentothal 
anesthesia is used. Fetal mortality has not been 
increased with sodium pentothal anesthesia, as 
has been previousty shown. Similar results were 
obtained by Hellman and his group of clinical 
investigators who found a 6.0 per cent and 5.8 
per cent mortality using gas-oxygen-ether and 
sodium pentothal anesthesia respectively. Hell- 
man also inferred that the fetal mortality rate 
would be greater if delivery did not occur within 
8 minutes after pentothal induction. Dipple ob- 
served a 2.9 per cent fetal mortality (10 deaths 
in 350 vaginal deliveries) with sodium pento- 
thal anesthesia and concluded that very little 
resuscitation is necessary if the baby is delivered 
within 8 minutes after induction. 

Tn the deliveries presented in this report, no 
attempt was made by the staff members to de- 
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Table 2. Sodium Pentothal Anesthetic in Cesarean Sections, 1945 to 1948. 


number of elapsed time between number of stillbirths total 
year Cesarean induction and delivery and neonatal deaths per cent 
sections (average in minutes ) combined (1945-1948) 
1945 20 21.5 1 
1946 «© « 42 20.7 1 2.5 


1945, premature—7' to 8 Months; expired 9 hours postpartum. 1946, full term; expired 3 days postpartum; aspiration bron- 
chopneumonia. 1948, stillbirth; abruptio placenta; term. premature—6'2 Months; toxemia of pregnancy. 


liver the baby within a certain time limit. The 
sodium pentothal induction in vaginal deliveries 
was not started until the patient was ready for 
the delivery, but often it was 10 to 20 minutes 
before the baby was delivered. In spite of this 
increased exposure to pentothal, the fetal mortal- 
ity rate with sodium pentothal was not increased 
in vaginal deliveries, as previously shown. 

Table 2 shows the average amount of time 
(the range being 10 to 40 minutes) elapsing be- 
tween the induction and the delivery of the baby 
in Cesarean sections. The fetal mortality rate 
in Cesarean sections of 2.5 per cent with sodium 
pentothal anesthesia compares favorably with re- 
sults reported by Gustafson and Gardiner 
(1949) and Hellman and definitely seems to be 
better than the results obtained with gas-oxygen- 
ether. Thus the data reveals that in spite of its 
respiratory depressant action on the fetus, intra- 
venous sodium pentothal anesthesia did not in- 
crease the fetal mortality rate and that no spe- 
cific time limit need be stipulated for the safe 
delivery of the baby. 

Intravenous sodium pentothal is easily admin- 
istered, and has proved to be a safe anesthetic, 
but it must be categorically stated that its ad- 
ministration must be placed in the hands of ex- 
perienced anesthetists. In Elyria Memorial Hos- 


pital, the anesthesia department, during the 
years presented in this study, consisted of two 
capable nurse anesthetists. This situation existed, 
as it does in many other small hospital of com- 
parable size, because of the hospital’s size and 
financial inability to entice medical anesthetists 
into its staff. Nevertheless, we have adequately 
overcome the dangers of pentothal anesthesia so 
that now it is the routine anesthetic for both 
obstetric deliveries and major surgical operations. 
The results obtained in this report demonstrate 
that this drug can be and is safe in the hands of 
experienced nurse anesthetists. 

Very few complications of intravenous sodium 
pentothal were encountered in the reported ob- 
stetric deliveries. Two cases of laryngeal spasm 
in the mother were seen without fatality. One 
hundred per cent oxygen under forced pressure 
readily relieved this condition. No cases of phle- 
bitis or superficial sloughing were encountered. 
In general, it can be stated that intravenous 


sodium pentothal anesthesia does not meet all 


the requirements of an ideal anesthetic, but with 
judgment and intelligent use it can be safely 
and beneficially administered to the advantage 
of both mother and infant. 

An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 


Sign of Hepatitis 


Accorpinc to S. Leibowitz (1949), many persons coming down with a virus hepatitis notice 
an unpleasant musty taste when they smoke. There are other diseases in the course of which 
some smokers find that tobacco no longer tastes right. Sometimes with the coming of cancer of 


the stomach, meat no longer tastes good. 
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What Others Are Saying . . . 
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ONE OF THE THINGS on which most of us are 
not clear is the source of government tax income. 
Because only half of the Federal revenue and 
less than 10 per cent of state and local revenue 
is derived from the direct taxation of personal 
income, the hidden tax burden on nine out of 
every ten taxpayers—those with incomes of $5,000 
or less—is heavier than the income tax. The Tax 
Foundation, student of government expenditures 
and taxes, has discovered at least 100 taxes on 
a dozen eggs, 116 on a man’s suit of clothes, 150 
on the manufacture and sale of a woman’s hat, 
and 151 on a loaf of bread. Every pack of cig- 
arettes carries an eleven and one-half cents tax 
burden; every $2,000 automobile a load of $300 
to $500. 

The present tax burden is necessitated by big 
government and the bureaucracy which it sup- 
ports. The Federal Government presently occu- 
pies floor space equal to 170 Empire State Build- 
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“THE GENERAL PRACTITIONER should call the 
signals, not carry the water bucket.” Although 
not couched in such football language, that’s 
what the World Medical Association’s commit- 
tee on postgraduate education meant in its 1949 
report. 

“As specialties become more complex and their 
techniques more difficult, there is increasing need 
for the highly educated doctor with wide out- 
look and knowledge, who knows his patient from 
observation over years, knows his environment 
and family background, and can view his case 
as a whole. He will know when to call in the 


ings 102 stories high . . . employs more than 
2,000,000 persons on its payroll. An area equiva- 
lent to six Pentagon Buildings is required merely 
to store its records. That this big, sprawling gov- 
ernment is inefficient has been vividly high- 
lighted by the recent Hoover Commission report. 
To buy onions the Army puts an order through 
288 separate steps; messengers handle the order 
110 times. The Veterans Administration Insur- 
ance Service has a work load of 450 policies per, 
employee . . . in the private insurance company 
it is 1,762—four times as heavy. The Army has 
been able to locate only 16,000 of 25,000 tanks, 
theoretically on hand at the end of the war .. . 
It takes Army personnel 16.1 days to recover 
from a tonsillectomy . . . the average stay in a 
private hospital is 1.4 days. Our State Depart- 
ment takes as many as 35 steps to process a let- 
ter.—From a bulletin of the American College of 
Radiology, Feb., 1950. 


aid of a specialist and will be able to assess the 
advice.” 

The W. M. A. recommended that the general 
practitioner be welcomed in hospitals and that 
staff positions be made available to him. 

In commenting on the “phenomenal growth” of 
the American Academy of General Practice, the 
March 5 issue of New York Medicine recalled 
Sir William Osler’s description of the G. P.: 
“He is the standard by which we are measured. 
What he is, we are; and the estimate of the pro- 
fession in the eyes of the public is their estimate 
of him.” 


Mutual Society 


Pace 26 of the May issue of GP carries a dandy 
drawing of a polyp coming eye-to-eye with a 
physician—a sort of polyp’s eye view of the doc. 
This illustration attracts attention to a worth- 
while article on proctology by Turell and Lyons 
in which they point out that routine rectal ex- 
aminations would save a world of cancer victims. 
We applaud not only the sentiment but the 


artistic medium, recalling the hundreds of draw- 
ings and photographs of polyps which we have 
seen and which are no help in getting the reader 
to read the article. This picture excites interest, 
just what a picture is supposed to do. We use 
them ourselves, occasionally.-News item from 
The Cancer Bulletin, Missouri edition, May-June, 
1950. 
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BY EDWARD C. REIFENSTEIN, JR. M.D. 


New York, New York 


The large majority of patients with functional uterine bleeding receive their 
initial medical care from the general practitioner. For this reason it is 
important that he be fully informed about the pathologic physiology and 
treatment of this condition, particularly with regard to the recent contributions 
of knowledge of this disorder from the field of endocrinology. 


IN oRDER TO piscuss the rational therapy of 
functional uterine bleeding, it is necessary first 
to understand the pathologic physiology which 
leads to this condition. The primary defect is a 
failure to ovulate. In the period prior to ovula- 
tion, the follicle is producing estrogens. In some 
patients with the syndrome of functional uterine 
bleeding, this production is entirely normal in 
amount, in other cases there appears to be too 
little estrogen produced, and in still other pa- 
tients there may be too much estrogen formed 
than is normal. 

During the preovulation phase of the cycle 
when the estrogen is being produced, the endo- 
metrium is responding with proliferation. When 
this proliferation reaches a certain stage of de- 
velopment in the normal individual, ovulation 
occurs, progesterone is secreted, and this hor- 
mone then causes a change in the endometrium 
to the secretory type. If ovulation fails to occur, 
and the production of estrogen continues, the 


proliferative phase is carried beyond the physio- 
logic state to a pathologic state. It makes little 
difference whether the level of estrogen is low, 


normal, or high. The net result is that too much 


proliferation of the endometrium occurs after a 
period of time. 

Finally there is so much proliferative endo- 
metrium that it cannot adequately be maintained 
by the amount of estrogen produced. At this 
point, there is some degeneration of a small part 
of the upper layers of the endometrium, and this 
area begins to bleed. This leads to the spotty 
bleeding, which is characteristic of functional 
uterine bleeding. While the proliferation was 
occurring, the patient had amenorrhea, which 
might last for a period of several weeks or more; 
this is then followed by a period of bleeding. 
Thus we obtain the characteristic pattern of 
amenorrhea, alternating with bleeding. This 
condition is the usual finding in functional uter- 
ine bleeding. 
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The Rationale of Therapy 


It should be apparent from what has been said 
that there are two principles underlying the suc- 
cessful therapy of functional uterine bleeding. 
The first may be termed “the correction of the 
uterine pathology.” It is necessary to get rid of 
the excessively proliferated endometrium of the 
uterus (to clean it out, in other words) before 
the patient can proceed with a normal cycle. 
The second may be termed “the correction of 
the ovarian pathology.” This has to do with the 
restoration of the individual to normal cyclic 
ovulation. 

Correction of the Uterine Pathology. There 
are four ways in which one can correct the ab- 
normal situation in the uterus: 

(1) The uterus can be cleaned out surgically 
by a “Dilatation and Curettage,” which is spoken 
of by surgeons as a “D and C.” This has the 
disadvantage of being a hospital operative pro- 
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cedure. Unless it is carefully and thoroughly 
done, islands of hyperplastic tissue may be left 
in the uterus and may interfere with the normal 
development of the endometrium. (See Figure 1.) 

(2) The uterus can be cleaned out medically 
with hormone therapy by the administration of 
progesterone. Dr. Fuller Albright, Associate Pro- 
fessor of Medicine, Harvard Medical School, has 
called this a medical “D and C.” The proges- 
terone converts the excessively proliferated endo- 
metrium to a secretory type; then after the pro- 
gesterone is stopped, the endometrium is shed 
just as it would be in normal menstruation fol- 
lowing the cessation of production of proges- 
terone by the corpus luteum. This method is the 
most physiologic of the procedures that can be 
used for correcting the uterine pathology. It has 
the disadvantage that after it has stopped the 
bleeding for a few days during progesterone ad- 
ministration, it leads to further excessive bleed- 
ing (while the endometrium is being shed) be- 
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Figure 1. Diagram of therapeutic regimen with surgical “dilatation and curettage” for functional uterine bleeding. 


Cross-hatched area = bleeding; D + C = “Dilatation and Curettage.” Note that bleeding ceases after the surgical 
procedure which removes the endometrium but frequently recurs (as in the diagram). For further discussion, see text. 
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Figure 2. Diagram of therapeutic regimen with progesterone for functional uterine bleeding. 


Cross-hatched area = bleeding; P. = Progesterone. Note that bleeding ceases during progesterone therapy which 
converts the endometrium from the proliferative to the secretory phase, and that shedding of the secretory endo- 
metrium occurs after therapy is discontinued. This regimen has been termed a medical “D and C.” The diagram 
illustrates the usual practice of administering courses of progesterone at monthly intervals for at least three months. 
For dosage and further discussion, see text. 
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Figure 3. Diagram of therapeutic regimen with estrogen and progesterone for functional uterine bleeding. 


Cross-hatched area = bleeding; E. = estrogen; P. = progesterone. Note that bleeding ceases during estrogen ther- 
apy since the proliferative endometrium is maintained, and that continuation of estrogen therapy for about four 
weeks results in an interval without bleeding during which patient can recover from exsanguination. Progesterone 
given at the end of the estrogen administration converts the proliferative endometrium to the secretory phase, and 
shedding of the secretory endometrium occurs after cessation of the progesterone therapy (medical “D and C’’). The 
diagram illustrates the usual practice of administering courses of progesterone at monthly intervals for at least three 
months as in the regimen of Figure 2. For dosage and further discussion, see text. 
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Figure 4. Diagram of therapeutic regimen with androgen for functional uterine bleeding. 


Cross-hatched area = bleeding; A. = androgen; P. = progesterone. Note that bleeding ceases during androgen 
therapy which causes atrophy of the endometrium. The diagram illustrates the usual practice of administering courses 
of progesterone at monthly intervals for at least three months as in the regimen of Figure 2. For dosage and further 


discussion, see text. 


fore it produces a prolonged interval without 
bleeding. This excessive bleeding seems irra- 
tional to the patient, and must be explained to 
her by the physician beforehand. Nevertheless, 
many physicians feel that progesterone admin- 
istration for this phase of functional uterine 
bleeding is the therapy of choice. (See Figure 2.) 

(3) Additional estrogen can be administered 
until enough is present to support the excessively 
proliferated endometrium and cause further prolif- 
eration. This stops the bleeding. Estrogen admin- 
istration is a useful procedure, particularly when 
the patient has been bleeding excessively for a 
long period of time and needs an interval with- 
out hemorrhage in which to recuperate and par- 
tially recover from her anemia and exsanguina- 
tion before she is subjected to further bleeding. 
It is the treatment of choice in this type of pa- 
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tient. It has the disadvantage, however, that it 
does not get rid of the excessively proliferated 
endometrium in the uterus, and simply post- 
pones the day when this must be done, either by 
surgical curettage, by medical “D and C” with 
progesterone, or by testosterone. (See Figure 3.) 

(4) The last of the means of dealing with ex- 
cessively proliferated endometrium is the ad- 
ministration of testosterone. This hormone neu- 
tralizes the effect of estrogen on the endometri- 
um and causes regression of the proliferation. If 
continued a sufficient period of time, it causes 
the proliferated mucosa to atrophy completely. 
This therapy has the disadvantage of sometimes 
producing side-effects such as masculinization 
and acne, which are undesirable. (See Figure 4.) 

It can be seen that each of these four forms 
of treatment to correct the pathologic condition 
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in the uterus ultimately results in a state in 
which the uterus no longer has any excessive 
endometrium in it. The uterus then resembles 
that of a woman who has just completed her 
menstruation. Unless further therapy is applied, 
however, the proliferation of the endometrium 
- will begin again in many patients and will in- 
crease in amount until eventually the functional 
bleeding recurs. 

Correction of the Ovarian Pathology. The cor- 
rection of the underlying ovarian condition can- 
not be divorced entirely from the correction of 
the uterine pathology. In other words, the ther- 
apy administered to relieve the excessive pro- 
liferation of the endometrium may in itself set 
in motion procedures which will correct the 
ovarian dysfunction. 

The surgical procedures of dilatation and 
curettage set up, via the nervous system, stimuli 
which lead to the release of some of the anterior 
pituitary trophic hormones. Occasionally this is 
sufficient stimulus so that the proper gonado- 
trophins are released and ovulation occurs, thus 
curing the underlying ovarian dysfunction. This 
is not the common occurrence, however. 

Progesterone, on the other hand, is a fairly 
potent stimulus to an alteration in the produc- 
tion of gonadotrophins by the anterior pituitary 
gland. There is evidence, for example, that pro- 
gesterone stimulates the release of the follicle- 
stimulating hormone (FSH) and inhibits the re- 
lease of the luteinizing hormone (LH). When 
progesterone administration is stopped, the re- 
verse situation occurs, namely, FSH production 
decreases and LH production increases. This in- 
crease in LH production may be enough in it- 
self to lead to ovulation and correction of the 
underlying ovarian pathologic defect. Many pa- 


tients with functional uterine bleeding have 


been restored to normal cyclic ovulation after 
treatment with a few courses of progesterone. 

Estrogen inhibits FSH production and stimu- 
lates LH production when given in small doses, 
but inhibits LH production when it is given in 
large doses. In some patients the administration 
of large doses of estrogen, which usually are nec- 
essary to control the hemorrhage in functional 
uterine bleeding, apparently induces inhibition 
of LH production, because when the estrogen 
administration is stopped, there is then a release 
of LH in sufficient quantities to induce ovu- 
lation. 


Finally testosterone also inhibits the produc- 
tion of LH, and when it is stopped, there may 
be a rebound in LH production, which leads 
to ovulation and correction of the ovarian defect. 
Thus, a therapy which is administered in order 
to correct the pathology in the uterus may also 
have a favorable effect upon the pathology in 
the ovary. 

In many patients, however, the correction of 
the uterine pathology is not followed by cor- 
rection of the ovarian dysfunction and further 
therapy must be given. The most rational ther- 
apy is to administer gonadotrophins of the LH 
or luteotrophin-type such as chorionic gonado- 
trophin in order to stimulate the ovary to ovulate. 
Chorionic gonadotrophin is given, therefore, be- 
ginning at the middle of the cycle in an effort 
to stimulate ovulation. If ovulation occurs, and 
if it is followed by corpus luteum formation and 
function, then the progesterone which is se- 
creted will bring about the change of the endo- 
metrium from the proliferative to the secretory 
type, thus preventing the development of further 
functional uterine bleeding. (See Figure 5.) In 
an occasional patient, the development of the 
ovarian follicle is not entirely adequate, and this 
condition can sometimes be traced to inadequate 
production of FSH. In such patients, it is rational 
to administer an FSH-type of preparation (such 
as pregnant mare’s serum) beginning shortly 
after bleeding is terminated. In some patients, 
not only must the FSH-type of preparation be 
given, but after this has been administered for 
about two weeks, the LH-type must also be 
given. (See Figure 6.) 


Use of Progesterone 


In line with the rationale that has been given 
above, progesterone should be administered for 
a period of five days to those patients with func- 
tional uterine bleeding who are not too markedly 
exsanguinated. The course of progesterone 
should be repeated about every fourth week for 
a period of three or four months. The dosage 
which is recommended is an initial injection of 
50 mg. followed by either 10 to 20 mg. daily by 
intramuscular injection for five days of proges- 
terone in oil or 50 to 100 mg. daily by buccal 
administration for five days of progesterone tab- 
lets. (See Figure 2.) 
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Figure 5. Diagram of therapeutic regimen with chorionic gonadotrophin for functional uterine bleeding. 


Cross-hatched area = bleeding; P. = progesterone; C.G. = chorionic gonadotrophin. Note that bleeding is termi- 
nated by administering progesterone therapy as in the regimen of Figure 2. Chorionic gonadotrophin is administered 
during the period which would correspond to the latter half of the cycle counting from the day of onset of bleed- 
ing following cessation of progesterone therapy. The diagram illustrates the usual practice of administering courses 
of chorionic gonadotrophin at monthly intervals for at least three months. After cessation of the chorionic gonado- 
trophin therapy, the patient is observed for two months to see if normal ovarian function will occur. The diagram 
illustrates the situation in which normal function is not restored, functional bleeding recurs, and progesterone ther- 
apy is administered as in the regimen of Figure 2 to control the bleeding. For dosage and further discussion, see text. 


Use of Estrogens 
An estrogen is recommended as suggested 


above for use in those patients who are markedly 
exsanguinated in order to rapidly control the 
bleeding. The dosage recommended is 3.75 to 
7.5 mg. daily in divided doses by ingestion of 
conjugated estrogens (Equine). It may be neces- 
sary to increase the dosage to achieve hemostasis. 
This therapy is continued until the bleeding stops 
and as long afterwards as is necessary in order to 
allow the patient to recover from the exsanguina- 
tion. However, in order to avoid further bleeding, 
the recovery period on a fixed dose of estrogen 
should not be continued for longer than four 
weeks unless the dosage is increased. For the last 
five days prior to the discontinuance of the estro- 
gen, the patient is given, in addition, a course of 
progesterone as recommended above. With the 
cessation of progesterone administration, the 
bleeding recurs and the uterus is cleaned out. 
Experimental work now in progress indicates 
that rapid hemostasis can be achieved by intra- 
venous administration of the hormone. (See Fig- 
ure 3.) 


Use of Testosterone 


Testosterone may be given as indicated above 
in order to bring about a gradual atrophy of the 
excessively proliferated endometrium. Testos- 
terone in aqueous suspension or testosterone 
propionate in oil, in a dosage of 50 to 75 mg. in 
divided doses by injection should be given on 
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alternate days until bleeding stops, or until a 
total dosage of 300 mg. is given, and then 25 mg. 
should be injected every other day for about two 
weeks. Instead, testosterone tablets in a dosage of 
24 mg. four times a day by buccal administra- 
tion may be tried until bleeding ceases, and 
then 24 mg. administered daily for about two 
weeks or until a dosage of 500 mg, is adminis- 
tered. The patient should be watched for the 
development of hoarseness of the voice, acne, or 
increase in body and facial hair growth, which 
indicates development of masculinization and 
may contraindicate the therapy. (See Figure 4.) 


Use of Chorionic Gonadotrophin 


Chorionic gonadotrophin is administered as 
recommended above to those patients who have 
failed after several months of therapy with pro- 
gesterone, estrogen, or testosterone to revert a 
normal cyclic rhythm with ovulation. The prep- 
aration should be given in a dosage of 500 L.U. 
intramuscularly daily, beginning on the fifteenth 
day after the onset of bleeding and continued 
until the twenty-fourth or twenty-fifth day or 
the beginning of bleeding. Care should be taken 
not to administer chorionic gonadotrophin dur- 
ing the middle or early part of the follicular 
phase, because it then may interfere with ovula- 
tion. (See Figure 5.) 

In some instances, chorionic gonadotrophin 
has been recommended by physicians in order 
to bring about a cessation of bleeding in func- 
tional uterine bleeding, and thus correct the 
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Figure 6. Diagram of therapeutic regimen with pregnant mare’s 
serum and chorionic gonadotrophin for functional uterine bleeding. 


Cross-hatched area = bleeding; P. = progesterone; P.M.S. = pregnant mare’s serum; C.G. = chorionic gonadotro- 
phin. Note that as in Figure 5 bleeding is terminated by administering progesterone therapy as in the regimen of 
Figure 2. Pregnant mare’s serum is administered during the period which would correspond to the initial half of 
the cycle counting from the day of onset of bleeding following cessation of progesterone therapy. This is followed 
by chorionic gonadotrophin administered in the latter half of the cycle exactly as in the regimen of Figure 5. This 
combination of pregnant mare’s serum followed by chorionic gonadotrophin constitutes what has been termed the 
combined (one-two) cyclic gonadotrophin therapy. The diagram illustrates the usual practice of administering courses 
of “combined therapy” at monthly intervals for at least three months. After cessation of the therapy, the patient is 
observed for two months to see if normal ovarian function will occur. The diagram illustrates the situation in which 
normal function is restored in contrast to Figure 5. For dosage and further discussion, see text. 


uterine pathology. Five hundred to 1,000 I.U. 
have been given daily by injection until the 
hemorrhage has been brought under control. 
The rationale is, of course, that the chorionic 
gonadotrophin stimulates ovulation and corpus 
luteum formation and leads to the production of 
progesterone, which then brings about a change 
in the endometrium to the secretory type, and ul- 
timately the shedding of this endometrium and 
the cessation of bleeding. This is a rather in- 
volved way in which to bring about the change 
in the endometrium: to the secretory type, and 
it seems to us more rational to recommend the 
direct administration of progesterone under these 
circumstances. 


Use of Pregnant Mare’s Serum 


Occasionally some patients who have been 
put through the various therapeutic procedures 
outlined in this article still have failed to ovulate 
and thus to correct their ovarian defect. These 
patients are candidates for treatment with a 
pregnant mare’s serum preparation, such as 
“Equinex.” Five hundred to 1,000 I.U. intra- 
muscularly are given either every other day or 
daily, beginning on the fifth to the eighth day of 
the cycle and continuing until the fourteenth 
day. It is usually desirable tc follow this regimen 
with the administration of chorionic gonado- 
trophin, thus producing the combined (one- 


two) cyclic gonadotrophin therapy. Minor modi- 
fications of this combined therapeutic regimen 
have been recommended by Hamblen and by 
Hawkinson. (See Figure 6.) 


Treatment of Difficult Cases 


It is apparent from the foregoing that there is 
some rationale back of each of the various forms 
of therapy which are being advocated by physi- 
cians for the treatment of functional uterine 
bleeding. If we had a case to treat, however, and 
had our choice of therapy, we would proceed 
in the following manner. If the patient is not 
markedly exsanguinated, she would be given a 
course of progesterone which would be repeated 
at monthly intervals for about three months. If 
the patient is markedly exsanguinated, she 
would first be given a course of estrogen ther- 
apy for two or three weeks, during which time 
she would be given hematinics, blood transfu- 
sions, and other methods to help her to recover 
from the acute blood loss. During the last five 
days of the administration of the estrogenic. sub- 
stance, she would be given a course of proges- 
terone which would be repeated at monthly in- 
tervals for three months. Testosterone is not 
recommended because of the danger of mascu- 
linization. 

At the end of three months, the patient would 
be allowed to go two months without therapy in 
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order to find out whether she had reverted to a 
normal cycle. Basal body temperature would be 
taken throughout this month to provide a clue 
as to whether or not she ovulated. If, after the 
two months without therapy, the patient has re- 
turned to functional uterine bleeding, she would 
be controlled by a course of progesterone and 
then given a course of ten injections of chorionic 
gonadotrophin starting on the fifteenth day after 
the onset of the progesterone-withdrawal bleed- 
ing. This course would be repeated every 28 
days for three months. At the end of this time, 
the patient would again be allowed two months 
without therapy in order to demonstrate whether 
or not she has returned to normal rhythm. If 


she has failed to do this, she would then be 
given a course of progesterone, followed by the 
combined (one-two) cyclic gonadotrophin ther- 
apy with “Equinex” and chorionic gonadotrophin. 
Two or possibly three series of cyclic gonado- 
trophin injections would be given. The patient 
would then be allowed another two months 
without therapy to see whether or not she has 
been restored to normal ovarian function. 

If she has failed to become normal after all 
this therapy, the assumption would be made that 
it is not possible at this time to correct her ovarian 
defect, and she would be given cyclic therapy 
with progesterone at monthly intervals for an 
indefinite period of time. 


and Ossential Hypertension 


In THE January, 1950, issue of the American Journal of Medical Sciences, Kohari-Kucharik 
noted that in 1945 at the siege of Budapest, the supply of animal proteins became exhausted, 
and for 10 months, there was no meat of any kind. During this time, 39 patients with a long- 
standing essential hypertension were watched and they did not show any consistent change in 
blood pressure. 

This was to be expected because the primitive Eskimos who live on nothing but meat and 
fat are not very subject to hypertension. 


Smoking Bad fev Women 


P. Bernarp (Med. Monatschrift, January, 1949) says he studied the effects of smoking on 458 
women watched for several years, and compared the incidence of disease in them with a con- 
trol group of 5,000 women who did not smoke. One wonders where he found the 5,000! 

He found among the smokers much hyperthyroidism, much menstrual disturbance, some 
lowering of sexual interest, some virilism, some premature menopause and some premature aging. 
This is not a good advertisement for cigarettes. 
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BY J. A. CAMPBELL COLSTON, M. D. 


Baltimore, Maryland 


There is a small percentage of cases in which, if the diagnosis of cancer of 

the prostate is made quickly enough before there is a s, or 

metastasis, the radical operation will decidedly prolong life. If this operation 
cannot be performed, a combination of stilbestrol plus orchiectomy will somewhat 
prolong life and may for a time lessen pain and perhaps urinary obstruction. 


THE FREQUENT INCIDENCE of cancer of the pros- 
tate has been forcefully brought to our attention 
by the work of Rich and Moore. It is a frighten- 
ing and disturbing fact that during Rich’s post- 
mortem study of men over 50, microscopic evi- 
dence of carcinoma of the prostate was found in 
14 per cent. According to that, there should soon 
be 3,000,000 men in this country dying of carci- 
noma of the prostate. But the death rate is no- 
where near that, and hence it is obvious that 
most of these men live long enough to die of 
some other disease. In most cases, the tiny cancer 
must lie dormant for many years. 

Some urologists feel that dissemination of 
prostatic cancers comes so early in their course 
that it does not pay to operate. As is well known, 
in many cases the cancer cells follow the lym- 
phatic channels which accompany the nerves in 
the pelvis. 

Obviously, early diagnosis offers the only 


chance of complete removal of the cancer, and 


usually the diagnosis must be made on the basis 
of what the urologist feels as he palpates the 
prostate gland through the rectum. Typical of 
carcinoma is a nodule of stony hardness. There 


‘are of course doubtful cases and cases in which 


mistakes will be made. Sometimes the hard lump 
will be a prostatic stone or a nodule of tubercu- 
losis or of some chronic inflammatory process. An 
early carcinoma is probably missed more often 
than is benign lesion mistaken for a malignant 
one. 

In our clinic we have had no experience with 
needle biopsy. We doubt if it is very feasible or 
sufficiently safe. 

We have tried the Papanicolaou technique in 
a small series of cases but without much success. 
One trouble is that no one wants to massage 
strenuously a cancer of the prostate. It might 
force malignant cells out into the lymphatics. 

In case of doubt, then, our custom is to de- 
pend cn a perineal biopsy. Naturally, we don’t 


‘ 
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care to do this unless we are prepared to go 


_ ahead with a radical operation. But even biopsies 


can fail us. For instance, in the case of a man, 
aged 64, the prostate gland was exposed through 
the perineum and several biopsies were taken 
from different localities in the posterior capsule. 
They were all reported negative, but after the 
gland was enucleated, adenocarcinoma was 
found in the specimen. Since then there has 
been a recurrence of the carcinomatous growth. 

In another case, a man of 56 years was seen 
7 years ago and a diagnosis of early carcinoma 
of the prostate gland was made. On exposure 
through the perineum, several biopsies were 
made and reported negative. The operator, how- 
ever, was so sure of his clinical diagnosis of can- 
cer that a radical operation was performed. Study 
of the specimen showed a small area of adeno- 
carcinoma which had been missed. On account 
of these errors in diagnosis, some surgeons, nota- 
bly George C. Smith and Kimbrough, depend 
entirely on their clinical impression and do not 
take biopsies. 


Curative and Palliative Treatments 


It has seemed to me that cancer of the prostate 
gland has been treated with an attitude of de- 
featism which is not met with in the case of 
cancer anywhere else in the body. The reasons 
for this are: (1) the known, usual, slow growth 
of the cancer, (2) the fact that it is often found 
in old men who are not very suitable for surgery, 
and (3) the reluctance of many surgeons to per- 
form radical operation with supposed great tech- 
nical difficulties and possible complications. 

It is unfortunately true that in only a small 
percentage of cases is the diagnosis of cancer of 
the prostate made in a sufficiently early stage so 
that a surgeon can hope to eradicate it com- 
pletely. In most clinics, it is estimated that not 
more than 5 per cent of all men with cancer of 
the prostate are seen at a time when radical op- 
eration is still technically feasible. Vest and Prince 
were able to carry out a radical operation in only 
9 per cent of their cases. Some years ago we 
found that 21 per cent of our cases appeared to 
be operable, but the reason for this large number 
was that so many men were referred to us for 
operation when their disease was in the early 
stages. 

If one is to accept a patient for operation, the 


growth should be confined within the surgical 
capsule. Extension into the region of the seminal 
vesicles must be minimal, and on rectal palpa- 
tion the gland should be freely movable. There 
must be no extension of the growth into the 
membranous urethra or external sphincter. There 
must be no evidence of metastasis either to the 
bones or other structures, and the acid phos- 
phatase titer should be within normal limits. 
Most important of all, the patient should be a 
good surgical risk and must have a good life ex- 
pectancy. One cannot place a definite age limit 
because individuals vary so much in their physio- 
logic age. Usually we consider that the operation 
should not be done on men over 70. In them the 
growth is usually very slow, and moreover, the 
patient has only a limited life expectancy. 

As will be shown later, in the majority of 
cases in which our patients died, we found we 
violated one or more of the just-mentioned cri- 
teria of operability. 

Dr. Hugh Young carried out his first radical 
operation in 1904. The principles and objectives 
which he laid down then hold good today, and 
there have been few modifications. The objective 
is the complete removal of the prostate gland in 
its capsule with the seminal vesicles and am- 
pullae of the vasa together with a cuff of the 
bladder neck, preserving, of course, the trigone 
and the ureteral orifices. It is an essential feature 
of the operation that the anterior layer of Denon- 
villiers’ fascia covering the prostate and seminal 
vesicles must be removed completely as far up as 
the extremities of the vesicles, because studies of 
numerous operative and post-mortem specimens 
have shown that it is in the lymphatics of this 
all-important structure that the cancer extends. 
Extension of the disease into the wall of the 
vesicles is rarely seen except in advanced, inop- 
erable stages. I feel that if one believes in the 
efficacy of the radical operation, no modifications 
should be considered. 

When the prostate gland and its capsule, to- 
gether with the seminal vesicles has been re- 
moved, the operation is completed by the anasto- 
mosis of the stump of the urethra to the neck of 
the bladder. In this step, I feel that Vest’s pro- 
cedure is of great value in the preservation of 
urinary control. Sutures anastomosing the ure- 
thral stump to the anterior aspect of the defect 
in the bladder are put through the soft tissues 
of the perineum so that the urethra and anterior 
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aspect of the bladder wall are approximated 
gently, and no knots are tied over the urethral 
stump so that destruction of components of the 
external sphincter might occur. When the blad- 
der wall is opened anteriorly, it is helpful to 
administer indigo carmine intravenously so that 
the ureteral orifices may easily be recognized 
and avoided. Bleeding can usually be controlled 
without much difficulty. We have had no in- 
stances in the last 10 years where evacuation of 
blood clots from the bladder was necessary dur- 
ing the immediate postoperative period. 

A small Penrose drain is placed behind the 
bladder before the skin is closed to prevent ac- 
cumulation of clots from slight oozing which 
might occur. Usually there is little shock. Spinal 
anesthesia is usually employed with Pentothal 
sodium as an aid whenever the patient com- 
plains of discomfort. 

We generally give sulfonamides and penicillin 
for a 24-hour period before the operation as a 
prophylactic measure. We may also give anti- 
biotics during the postoperative period. With 
these invaluable precautions, we have had no 
instances of serious infection, either general, 
renal, or local, during the last 10-year period. 

The Penrose drain is usually removed after 
from 24 to 48 hours and the skin sutures are 
removed on the sixth day. The retention catheter 
remains in place until the twelfth or fourteenth 
day, though it would probably be wiser to allow 
it to remain longer whenever a rectal wall in- 
jury has occurred. It is of great importance to 
keep the drainage system under constant observa- 
tion, because if the catheter should become ob- 
structed, leakage of urine through the perineal 
wound would probably take place. In the last 10 
years, we had no instance of persistent, perineal, 
urinary fistula. Usually the perineal wound heals 
well. 

When the catheter is removed, the patient 
usually voids through the urethra without any 
perineal leakage, but if the latter should occur, 
replacement of the catheter for a few days usual- 
ly suffices to ensure complete perineal closure. 
In some cases, there is constriction at the site of 
the anastomosis between the urethral stump and 
the neck of the bladder. If the urinary stream 
should be inadequate or if a dribbling should 
occur, the urethra should be dilated gently to a 
normal calibre. To avoid this postoperative con- 
striction, many surgeons advise that urethral di- 
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lation be carried out in every case before the 
patient is discharged from the hospital. 

In fortunate individuals, complete control of 
urine is obtained within a few days after the 
catheter is removed, but in the majority of cases 
varying degrees of poor control will persist for 
as long as two or three months. In such cases, 
it is important to make sure that there is no con- 
striction at the site of the anastomosis. If such a 
constriction is found, it should be quickly di- 
lated. In some of the worst cases, hydraulic blad- 
der irrigation and dilatations, together with 
sphincter exercises, will be necessary. We have 
had only one case of complete incontinence after 
the radical operation. In this case, a constriction 
at the site of the anastomosis was treated else- 
where by a transurethral resection. 

It is wise to discuss with the patient the ques- 
tion of loss of sex functions after the operation. 
In some persons, some degree of sexual ability 
may be regained. Fortunately, most intelligent 
persons realize that the saving of life is more 
important than the saving of the sexual func- 


tions. 


Recurrence and Final Results 


It is the opinion of a number of surgeons that 
some 50 per cent of patients subjected to the 
radical operation survive for 5 years. This is a 
satisfying figure when we remember that Bum- 
pus, in his classic study, showed that the average 
life span in all cases of carcinoma of the prostate 
with or without metastasis, when first seen, was 


_31 months. In all fairness, of course, it must be 


noted that in our clinic the only patients sub- 
jected to the radical operation are in the early 
stages of the disease, and hence the ultimate re- 
sults cannot be compared well with those of 
Bumpus in which the patients were seen in all 
stages of the disease. 

Jewett has recently made an exhaustive study 
of our cases which gives a much better idea of 
the value of the operation than have previous 
studies. Jewett divided our cases into two groups, 
(1) those in which the examiner’s findings gave 
the impression that the disease had probably not 
extended into the prostatic capsule, and (2) 
those in which such extension was probable. In 
group 1, there was a 10-year survival rate of 28 
per cent. In group 2, seven patients lived from 
6 to 9 years without evidence of cancer. 

Local recurrence after the radical operation 


originates apparently from neoplastic cells which 
were present in the fascia above the vesicles. 
This tissue could not be removed on account of 
the technical difficulties. In these recurrences, 
the cancer grows slowly high up between the 
bladder and the rectum, but in our experience 
never invades the wall of either viscus. On ac- 
count of the distance from the neck of the blad- 
der, interference with urinary function does not 
occur, and we know of no instance following 
the radical operation when later an operation 
was needed for the relief of urinary obstruction. 
When death occurs, it is usually due to a grad- 
ual extension of the disease with metastasis and 
general carcinomatosis. 

Because of these facts, some surgeons believe 
that the radical operation should be performed 
even when extracapsular extension is demonstra- 
ble and when there is little or no hope of com- 
plete eradication of the disease. When the main 
mass of the cancer has been removed, the malig- 
nant cells which are left usually grow slowly 
and in such a place that there will be no inter- 
ference with bladder or rectal function. How- 
ever, the operation should not be undertaken 
when the gland is fixed or when there is ex- 
tensive infiltration into the fascia around the 
vesicles. Under these circumstances, the tech- 
nical difficulties of removing the prostate are too 
great, and the subsequent functional result will 


be doubtful. 


An interesting case was that of a man, aged 


60, who was operated on in 1926. He did well. . 


Four years after the operation a hard nodule was 
felt high up between the bladder and the rec- 
tum, and the diagnosis was a recurrence. How- 
ever, he did well until 1940, some 14 years 
after the operation. Then after death from coro- 
nary occlusion, necropsy showed that the mass 
high up between the bladder and rectal walls 
was an adenocarcinoma identical in structure 
with the tumor removed from the bladder 14 
years before. 


Treatment with Estrogens 


Since the work of Huggins, it has been known 
that either orchiectomy or treatment with estro- 
gens will cause a regression of the growth, and 
often, of its metastases. Many of the malignant 


cells undergo dissolution, but unfortunately not 
all of them do. 


It is our custom now to prepare patients for 
the radical operation by giving them estrogens 
for a time. The chances then for a cure may be 
greater. Some five years ago we reported opera- 
tions on 7 cases in which an apparently inopera- 
ble carcinoma of the prostate was operated on 
atter preliminary estrogen therapy. One of these 
patients is still. alive with known local recur- 
rence, and another is alive without evidence of 
recurrence. As yet there is no evidence that en- 
docrine therapy alone will absolutely cure cancer 
of the prostate gland. 

For palliation of inoperable carcinoma of the 
prostate gland, transurethral resection can be 
performed, and curiously, normal epithelium wil 
sometimes grow over the ulcerated surface. In 
many cases such transurethral resection has been 
a great boon to the sufferer. Unfortunately, in 
many cases, repeated resections will have to be 
performed, and, in some cases, the wound in the 
prostatic gland will not heal over. In that case 
the man will suffer so much burning, frequency, 
and strangury that his life will become a burden. 
For this reason, in these cases of carcinoma we 
postpone transurethral resection as long as pos- 
sible. Sometimes treatment with estrogens will 
result in sufficient regression so that the man can 
urinate again. When it becomes evident that we 
have gone as far as we can with treatment with 
stilbestrol, we can remove the testicles. 

At the University of Michigan, Reed Nesbit 
and his colleagues have studied 1,500 cases of 
cancer of the prostate gland treated with estro- 
gens and orchiectomy. The 5-year survival rate 
was lowest in the younger age groups between 
40 and 49 years and greatest in the 70- to 79- 
year age group. 

It is noted that elevation of the titer of acid 
phosphatase in the serum, even in the absence of 
x-ray evidence of metastasis, gives a poor prog- 
nosis. However, it is possible that widespread 
metastasis to the bones can occur with a normal 
serum acid phosphatase. 

In a series of patients seen over a three-year 
period with no demonstrable metastasis when 
first examined, comparative figures for the efhi- 
cacy of varying treatments were established and 
are given on the following page. 

Evidently the giving of stilbestrol alone does 
not help much. Orchiectomy lengthens life but 
the giving of stilbestrol after orchiectomy does 
not appear to help any. A combination of stil- 
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bestrol plus orchiectomy will somewhat prolong 
life. 


No Demonstrable Metastasis 


interval in months 
mortality rate between start 
in percentage of of treatment and 
total group recognition of failure 


70 
Treated with stilbestrol 

42 
Treated with orchiectomy . 47 57 
Treated with stilbestrol and 

orchiectomy. . . . 34 51 


In a series of cases with demonstrable metas- 
tasis, the comparative figures were: 
Demonstrable Metastasis 


interval in months 
mortality rate between start 
in percentage of of treatment and 


total group _ recognition of failure 
89 
Treated with stilbestrol 
74 20 
Treated with orchiectomy . 64 27 


Treated with stilbestro! and 
orchiectomy . 


What Others Are Saying... 


Havinc gone as far as this in the discussion of 
a medical man, it may not be out of order to go 
a little further in the discussion of a medical situ- 
ation. The inclination to do this was given me 
by reading in this newspaper the other day an 
excerpt from an address delivered by L. R. 
Blanchard, general executive editor of the Gan- 
nett Newspapers, before the Orange County 
Medical Society, at West Point. Attributing in 
part the reason for the continued agitation for 
socialized medicine in this country to the doctors 
themselves, Mr. Blanchard was quoted as saying, 
“You tend to specialize and thus lose the inti- 
mate touch which your old general practitioner 
had.” 

Upon inquiry I learned that the Monroe 
County Medical Society has a membership of 
876 practicing physicions. Of this number, 683 
are specialists, 193 general practitioners. Whether 
this weighty balance in favor of the specialist is 
a good thing or not I am in no position to say. 
But it has, as Mr. Blanchard implied, substituted 
the high church ritual of the specialist’s office for 
the intimate touch and the therapeutic presence 
of the old general practitioner, both of which, it 
always seemed to me, were valuable elements in 
the art of healing. I talked about this the other 
day to a country doctor, who meets all comers, 
with all sorts of ailments. 


oss of the Jouch 


“We're the boys who do the donkey work of 
medicine,” he said. “Take this as an example. 
In the middle of the night I may be called out 
to attend a child with a severe sore throat. I drive 
over to some backroad farmhouse, give what bed- 
side treatment I can to make the child comfort- 
able, and leave with the suggestion that the 
child be brought to the office next day. Instead, 
the parents take the child to a city specialist. 
I’m not complaining about that; it may be the 
proper thing to do. The child gets a treatment 
from the specialist, returns to his home, and 
three or four nights later may suffer a recurrence 
of his pains. The parents don’t call the specialist, 
that would be inconvenient for him, and expen- 
sive for the parents. They rout me out, and I go 
over to pick up the loose ends of a case that once 
was taken out of my hands. I’m just the late- 
at-night pinch hitter. Sometimes it makes me 
sore.” 

“It seems wrong to me that the tendency in 
the practice of medicine leads more’ and more to 
assembly-line methods. There ought to be more 
young fellows in our profession who want to get 
out and meet the folks, be the family friend, 
counselor, and doctor that the old fellows used 
to be. They don’t seem to want to take the gaff.” 
—Henry Cuune, in the Rochester Democrat and 
Chronicle, April 25, 1950. 
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Lhe Ant of Interviewing 


BY IAN STEVENSON, M.D., AND ROBERT A. MATTHEWS, M.D. 
Louisiana State University School of Medicine, New Orleans 


There is a technique to psychiatric history-taking which can be easily acquired 

and which is reducible to a few simple principles. It requires of the physician 
chiefly that he be interested in understanding his patients as persons. 

He should encourage the patient to talk freely about himself and this freedom 

is very dependent upon the establishment of the proper doctor-patient relationship. 


THE MODERN PHYSICIAN does not treat disease, 
but rather a living, feeling, thinking, doing in- 
dividual with a complaint problem expressed in 
physical and psychic terms. 

When a patient comes for medical help, the 
first objective of the physician is to acquire an 
understanding of the basic nature of the illness. 
He seeks first to elucidate the character and 
mechanisms of the symptoms, and then to de- 
tect the various etiologic forces behind them. 
Sometimes the symptoms are manifestly due to 
gross structural defects of the body, and some- 
times they are restricted: to obvious psychic dis- 
turbances. More often the patient presents a 
variety of symptoms in psychic and physical 
planes. Formerly psychic factors were only con- 
sidered after the exclusion of structural disease, 
but this is now recognized to be an illogical ap- 
proach which is supplanted by the effort to assess 
the psychic state in all illness. When this is 
done, the physician then evaluates the contribu- 


tion of psychic disturbances to the total incapaci- 
ty of the patient. 

But how is the physician to go about this? 
Obviously he must inquire into the workings of 
the patient's mind and the nature of his emo- 
tions. To do this well requires skill no less than 
does a competent physical examination. Some 
are born with a gift for understanding people as 
persons but others who are not endowed with 
this gift may easily acquire this talent. A small 
number of papers on this topic has already been 
published but the relative dearth of such contri- 
butions has left many physicians with the ill- 
founded belief that psychiatric history-taking is 
an obscure art best left to those with special 
training and considerable experience. It is the 
purpose of this paper to outline certain principles 
of the art of interviewing which can be practiced 
by all. A succeeding paper will propose lines of 
guidance for the analysis of the psychiatric data 
thus acquired. 
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Material to Be Obtained 


Although many excellent outlines of material 
to be obtained in a psychiatric history have been 
published, the physician should avoid using 
them rigidly. In fact he will obtain as good re- 
sults if he merely keeps in mind the one goal of 
coming to know the patient as a person. If the 
patient is encouraged to talk freely and is 
guided gently, he will eventually deliver all the 
important material. If he is forced to adhere to 
an outline of questions, he will soon fall into a 
habit of conventional and unrevealing answers. 
For this reason no formal outline of material will 
be offered here. It is useful, however, for the 
physician to have in mind certain general areas 
for his investigation and the following are sug- 
gested as deserving special attention. 

The patient usually wishes to talk first about 
his symptoms and it is well to let him do so to 
satiety even if one or more interviews are thus 
consumed. While the patient is describing his 
symptoms, the interviewer should watch for op- 
portunities of investigating what was going on 
in his life and mind at the time of the occur- 
rence of the symptoms. He should not be con- 
tent with bald statements such as “palpitations 
for eight months” or “headaches ever since I was 
a child.” He must know the circumstances sur- 
rounding the onset of the symptoms and those 
in which they recur or are intensified. Is there 
a pattern to their recurrence? Is there a common 
psychic state, such as depression or resentment 
or anxiety associated with them? What does the 
patient do when he has symptoms? Are his rela- 
tions with others or his performance at work 
interfered with? If so, is there some profit as 
well as loss to the patient in the illness? Has he 
ever been entirely free of symptoms for a long 
period and if so, what was going on in his life 
then? Some of this information cannot be ex- 
pected and should not be sought directly from 
the patient himself; but the idea of obtaining it 
should be in the mind of the physician as he 
gathers his material. 

The patient should not be confronted abruptly 
with an attempt to relate his symptoms to events 
in his life. Apart from the likelihood that such 
attempts may irritate him, it is much more 
profitable if he can see such relationships him- 
self without pressure. He can be helped to do 
this indirectly by following up references to his 


life which he makes during the description of 
his symptoms. If the patient says, “The pain is 
getting so bad, I may not be able to work,” the 
physician may say, “Is your work hard?” and the 
patient will almost certainly begin talking about 
his work and how he feels about it and soon he 
may see how these feelings are related to his 
symptoms. If he says, “My wife doesn’t seem to 
understand how I suffer with these headaches,” 
the physician may say, “What does she think 
about them?” and the patient will begin talking 
about his wife’s attitude toward his illness. Soon 
he may see that her attitude to his illness is a 
part of her attitude toward him and that his 
symptoms are closely related to fluctuations in 
his wife’s feelings for him. 

Patients frequently make such remarks as, 
“My palpitations were bad this week and to 
make matters worse, my little girl has been sick, 
too,” or, “I had another asthma attack: and I 
want you to tell my husband I’m not able to 
sleep with him.” There is usually some connec- 
tion between such paired statements or some 
relevance in other similar interpolations. Because 
the patient is usually unaware that he has 
brought up a new topic, he may be easily and 
unconsciously drawn into an amplification by 
such remarks as, “Your little girl was sick too?” 
or, “How does your husband feel about your 
asthma?” 

As the patient returns for succeeding visits, it 
is important to obtain from him an account of 
the fluctuations in his symptoms. A patient often 
says at first that his headaches or palpitations 
were “constant” or “terrible all week.” This 
should not be openly challenged but later the 
physician may say, “Tell me a little about what 
you have been doing since you were here last 
time.” As the patient goes over the events of the 
preceding week in detail, a correlation of stresses 
and symptoms will frequently become obvious. 


Current Life Situation of the Patient 


After the patient has described his symptoms 
and all of the tangential topics which have 
arisen from their description, he may be led into 
a discussion of his present life situation. The 
physician may make some such remark as, “I'd 
like to know a bit more about you. Tell me a 
little about yourself, what your work is, where 
you live and what you do with your time.” 
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Although most patients have difficulty revealing 
their feelings, few fail to show interest when 
asked to describe their daily life. While the pa- 
tient is doing this, it may be possible to draw him 
back to earlier similar events in his life, again 
by the method of exploiting his digressions and 
parenthetic remarks. If he talks about his difli- 
culties with a boss, he may be asked if he has 
ever encountered other bosses like this one. If he 
speaks of being overwhelmed by too much work 
he may be asked, “Did you ever have times in 
school when you felt you had more than you 
could handle easily?” In this way we obtain a 
picture not only of the social setting in which 
the patient lives, but also of his psychic habits, 
the recurrent patterns of his behavior, and the 


repetitive problems of his life. 


Social and Family Background 


Perhaps by the time the social and family 
background of the patient and his developmental 
and early personal history have been elicited, he 
will be accustomed to talking about himself. In 
that case the doctor may make some such remark 
as, “Now tell me something about your very 
early life, what you remember of your family 
and friends when you were a child, your school 
life, and all that.” Usually the patient will need 
little more encouragement. Attention should be 
paid to the items which he picks out to talk 
about first. Thus he may say, “I hardly know 
where to begin. There wasn’t anything unusual 
about my early life. Mother was always kind to 
us; she had arthritis but she never punished us.” 
The physician may then help the patient to talk 
about his mother with the expectation that his 
conversation will reveal feelings about his mother 
which are important to his present problems. 

It may be that the patient still resists talking 
about his own feelings and his own life. In that 
case we can often lead him indirectly to this by 
inquiry into his family history. We make the 
routine inquiries into physical diseases with 
familial patterns and after he has been queried 
about each member of the family, we may say, 
“What sort of a person was your grandfather, 
your mother, your older sister?” The patient may 
start in, “Well, mother was short and rather 
stout.” The doctor may reply to this by saying, 
“I guess you weren’t like her then. Whom do 
you resemble most in your family?” If the pa- 
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tient mentions a particular person further in- 
quiry may be made. “Did you resemble him also 
in personality?” In this way we may uncover im- 
portant family identifications. We may also turn 
the answer to the inquiry about the relative by 
saying, “Well, I am interested in your mother’s 
physical appearance, but I wondered also what 
sort of a person she was. Tell me about that 
too.” After the tangents leading out of such 
questions about the family have been explored, 
the patient's resistance to talking about himself 
will usually have been entirely overcome and he 
will be ready to go on with the description of 
his own life and feelings. 

A more rounded and more useful picture of 
the patient is obtained if we try to see him as a 
whole at different periods of his life rather than 
in different activities ci his life. It may be help- 
ful to have in mind the whole span of a per- 
son’s school life or his work record; but it is even 
more helpful to have a picture of the whole per- 
son as an infant, a boy, a young married adult 
and so on. For each of these and for other 
periods of life we want to have some information 
about what can be called the emotional climate 
in which the patient lived. What were the domi- 
nant forces in the moulding of his personality? 
What were the values, the goals, the attitudes of 
the people who surrounded him? To what 
stresses were they exposed? How much of these 
stresses were obviously of their own making? 
How did they and the patient react to such 
stresses? To what extent has the patient resisted 


-or thrown away the attitudes which he learned 


as a child? 


Attitudes and Feeling States 


The factual data gathered together under the 
foregoing headings derive their importance from 
the influence which they have had on the pa- 
tient’s psychic state. Therefore, in taking a psy- 
chiatric history the interviewer must constantly 
seek to discover the attitudes and feelings of the 
patient which accompanied the events he de- 
describes. The age of the menarche is not so im- 
portant as the child’s attitude to menstruation, 
and her emotional state at the first menstruation. 
Was she prepared? Did she think she had some 
disease? Was she made to feel ashamed? 

The fact of a patient’s being fired from a job 
is not so important as his feelings about it, and 
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his reaction to his wife’s feelings about it. The 
statement that the patient belongs to a particular 
religious denomination tells us little until we 
know why he joined this group, what he gives 
to it, and what support he gets from it. 

More important even than the exploration of 
attitudes and feelings is the discovery of those 
which are of chief importance to the patient. 
The physician must endeavor to estimate roughly 
the emotional charge on different topics. Human 
beings differ more from each other in their emo- 
tional responses than in any other respect. One 
man may become violently excited about a polit- 
ical appointment and be indifferent to the inf- 
delity of his wife; another may be depressed by 
a frown from his boss and quite apathetic about 
heavy debts. What terrifies one man may be 
high adventure to another. The reaction to stress 
is governed more by the personality of the sub- 
ject than by the nature of the stress. Our en- 
deavor must be to find out what is stressful to 
each patient and how it has become so. We must 
listen to each patient, searching for the signifi- 
cance of things to him independently of the 
significance of these things to ourselves. 

In order to do this the physician must be alert 
for evidence of emotional charges attached to 
the topics about which the patient is talking. 
Patients rarely say, “This is important to me,” 
or, “I’m scared to talk about my mother,” or, 
“It makes me sad to think about my brother.” 
They may say these things and we may encour- 
age them to do so, but we must also be watching 
for emotional states of which they are only part- 
ly or not at all aware or which they may wish 
to conceal. 

The first clue to topics of emotional signifi- 
cance lies in the material which the patient him- 
self wishes to talk about. Everyone talks about 
what is important to him. Material which is 
emotionally charged is under pressure within the 
patient and seeks outlets. The patient should be 
allowed to let it out. The relevance of the ma- 
terial produced by the patient spontaneously may 
not always be immediately apparent but this is 
usually a reflection of our slowness in under- 
standing. As long as the patient is talking he 
should rarely be interrupted. Exceptions to this 
rule are given later. 

There will nevertheless be many important 
topics about which the patient does not wish to 
speak or of whose importance he is unconscious. 


To detect these we must observe him carefully 
and pick out signs of emotional change in his 
voice, remarks, facial expression, and bodily 
movements. Hesitation, and blocking betray emo- 
tional tension; so may their opposite—a quicken- 
ing of the speed of speech as if from internal 
pressure. We must watch also for a change in 
the tone of the voice, irrelevant laughter, dry- 
ness of the mouth, restless movements of the 
hands or body, slight flushing of the face, a turn- 
ing away of the eyes, or the glistening of early 
tears. 

Of emotional significance also are topics which 
the patient particularly avoids or dismisses casu- 
ally. When a patient makes with strong feeling 
such statements as, “I don’t see what this has to 
do with my pain,” or, “We don’t need to talk 
about my father since he was never around,” he 
is usually revealing important areas of conflict. 
Topics to which he repeatedly comes back are 
important. If he tells us several times about an 
early love affair or a failure at school, we may be 
sure he is speaking about something important 
to him. 

As an insurance against insertion of the physi- 
cian’s own attitudes, it is excellent practice to 
write down the entire interview including the 
patient’s exact words. In our experience, patients 
do not object to this but usually accept it as a 
sign of special interest on the part of the doctor. 
The physician soon acquires some dexterity 
so that the writing does not interfere with 
the flow of the interview. The value of this will 
be apparent when the notes are reviewed later. 
A patient may say, “Doctor, I want to work, but 
every time I try to work at this job, something 
seems to stop me before I get going.” The physi- 
cian may jot down “Says he is lazy,” and in do- 
ing so lose the essence of the patient’s remark. 


Some Important General Questions 


In addition to the above material, there are 
some pertinent general questions for which 
answers should be sought. Because these answers 
do not come in response to specific questions but 
usually only from the organization of the ma- 
terial by the physician, they are apt to be over- 
looked. Yet they are among the important goals 
of the psychiatric history. 

Among such questions, the following are of 
particular significance. What is the patient’s idea 
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of his central problem? Why did he seek help at 
this time? Why did he succumb to illness at this 
particular time? To what extent has the patient's 
former personality been distorted by his illness? 
Is the illness restricted to his own sensations, or 
has it extended to interference with his perform- 
ance at work or his behavior towards others? Is 
the present illness a repetition or extension of a 
previous pattern of reaction, or an entirely new 
means for him of response to stress? What is the 
patient's attitude towards his illness? To what 
degree has he already developed insight into the 
nature of the illness? What are the assets in the 
personality of the patient and in his environment 


which may be mobilized on his behalf? 


Principles of Psychiatric History-Taking 


The techniques of psychiatric history-taking 
may be reduced to a small number of principles: 
flexibility in the physician, the need for taking 
time, the importance of detail, complete accept- 
ance of the patient, minimal activity by the 
physician during an interview, and avoidance of 
frontal attack and leading questions. 

Although the need for flexibility has already 
been mentioned the matter deserves special 
stress. When a patient comes to a doctor, he has 
his own idea of what his needs are. If the doctor 
brushes this idea aside and proceeds to impose 
his own routine, the patient will talk much less 
freely and may not even return. It is wise there- 
fore for the doctor, especially in the first one or 
two interviews, to adapt himself to the needs of 
the patient and to discover those problems about 
which the patient wants immediate reassurance; 
afterwards, he may help the patient recognize 
other needs and other problems. 

It is often helpful in starting to ask a general 
question such as, “What is your problem?” The 
patient may appear puzzled and say, “I don’t 
understand what you mean.” The physician may 
then reply by saying, “You must not have been 
feeling well or you would not have come to see 
me so tell me in your own words as best you can 
what complaints you have and all about your- 
self.” Soon the patient is likely to be talking 
about the really important aspects of his life and 
not merely about symptoms. If a significant lead 
into emotionally charged material is detected, or 
if the patient himself wanders off into an appar- 
ent irrelevancy, it is usually much better to fol- 


low the tangent than to adhere to the original 
topic. When the interview is permitted this free- 
flowing course, the area in which the patient 
most needs reassurance will appear and the re- 
assurance can be given. If this is not apparent, 
it may sometimes be brought out by asking, 
“Possibly you have some special questions you 
would like to ask me about your illness or your- 
self?” If the patient asks such questions and 
they cannot be answered he will not be offended 
if the physician says, “I can’t answer that yet. 
We'll need to know more about the circum- 
stances of your illness and about you yourself.” 
The patient is then prepared for the taking of a 
fuller psychiatric history. 

Within the limits of his own mood, the doctor 
should show some flexibility in his emotional 
response to the patient. If the patient is anxious, 
the doctor should be firmly reassuring; if he is 
depressed, the doctor should be optimistic but 
not exuberantly cheerful; if he is angry or sus- 
picious, the doctor should be friendly but not 
ingratiating or defensive. 

If at the outset of an interview the patient 
appears extremely anxious or confused, we may 
often give him time to relax by inquiring in 
more detail than usual about neutral material. 
Thus we can spend even more than the usual 
amount of time in the description of his physical 
symptoms or the exact nature of his work. If the 
conversation happens to light upon a topic about 
which the patient talks with more ease, such as 
a hobby, we may linger on it until the patient 
is further relaxed. Then we may move cautious- 
ly into other more difficult areas. 

The language of the physician must also be 
adapted to the intelligence and education of the 
patient. It is generally better to use simple every- 
day words like “mad,” “angry,” and “support” 
rather than technical psychiatric terms such as 
“hostile,” “dependency,” and “security.” 


The Need for Taking Time 


Short cuts in psychiatric history-taking belong 
to the experienced who do not often use them. 
Almost always a number of hours in the aggre- 
gate will be required. Too often the physician 
feels the need to propose a diagnosis following 
the first examination. Rarely does a patient real- 
ly demand this. As mentioned previously, it is 
difficult for the average patient with psycho- 
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neurotic or psychosomatic illness to discuss his 
emotional disturbances even if he suspects they 
exist until he has first described his clinical 
symptoms at some length. He must also first 
establish confidence in the physician, ascertain 
his interest, and evaluate his supportive attitude. 
If the physician explains that he is interested in 
securing a detailed history of his background 
and life, the patient will usually control his 
natural impatience to have something done im- 
mediately. He senses that the doctor is inter- 
ested not only in his symptoms but in him as a 
person. There is obviously no objection (and 
much advantage) to proceeding with appropriate 
physical examinations and tests during the period 
of history-taking. 

In addition to providing an opportunity for 
thoroughness, the extension of the history 
throughout a longer period provides the physi- 
cian and patient with an opportunity to ob- 
serve the fluctuation of symptoms and relate 
these to changes in the life situation and emo- 
tional state of the patient. Finally, when the 
patient knows he has more time, he will be less 
hurried in his story and less likely to omit rele- 
vant material. The physician in turn has time 
between the interviews to review the material 
for indications of important gaps. 

Extra time is needed not only for the purpose 
of letting the patient talk himself out, but also 
to permit the physician to phrase his questions 
and comments in order to provide the maximum 
degree of comfort to the patient. The time taken 
to word remarks with sensitive understanding 
of the patient’s feelings will be well rewarded 
by the greater ease with which the patient will 
talk about these feelings to the doctor. 

If it is objected that the busy practitioner 
cannot possibly afford this extra time, it may be 
pointed out that delaying psychiatric therapy in 
patients needing it may in the long run take up 
much more of the physician’s time by forcing 
him to deal with complaints arising from psy- 
chiatric disorders. Indeed it is not uncommon to 
observe in the medical clinics of hospitals, pa- 
tients with neuroses whose charts have a thick- 
ness indicating a total expenditure of time by 
doctors much greater than would be required for 
a psychoanalysis. A review was once made of the 
records of a series of patients whose hospital and 
outpatient clinic charts each weighed in excess 
of 5 pounds. All should have had psychiatric 


evaluations in years gone by. It was too late for 
them. 


The Importance of Detail 
An adequate psychiatric history requires at- 


tention to much more minute detail than is 
sought in the usual medical history. We need to 
cultivate an interest in everything about the pa- 
tient. We want to know not only the age of the 
father at the time of his death, but also the age 
of the patient when his father died because the 
effect of the death of a parent is markedly dif- 
ferent at different ages of the patient. We want 
to know not only the number of siblings, but 
their chronologic order, the patient's place among 
them, something of their life histories, and 
much of their personal relationships. We want 
to know not only the age and grade at which 
the patient left school, but also why. It might 
have been because he disliked his teacher, be- 
cause he had to work as a breadwinner, because 
he was asked to leave, because he was physically 
ill, or because of any of many other reasons each 
of which would give a different value to the 
simple fact that the patient left school at a cer- 
tain age. Patients often seem to consume our 
time with tedious detail, but this circumstan- 
tiality may be the best means available to them 
of showing us just why a particular episode was 
important to them. 


Complete Acceptance of the Patient 


The patient will reveal his inner feelings only 
to someone who, he feels, accepts him uncon- 
ditionally. He responds not only to the questions 
asked, but to the manner of asking. Two physi- 
cians who use the same words to ask a question 
of a patient may receive totally different replies. 
The difference arises from the varied responses 
of the patient to the different attitudes of the 
doctors asking the question. 

The physician must therefore learn to be sur- 
prised at nothing and to conceal any moral judg- 
ments he may have on the attitudes or behavior 
of the patient. He will be most successful in this 
if he looks upon all behavior as having a mean- 
ing and serving a purpose for the patient; he 
will be unsuccessful if he considers only its 
effect on those around the patient or upon so- 
ciety. Such an approach does not necessarily im 
ply approval of the attitudes or behavior, but a 
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complete acceptance of the patient notwithstand- 
ing them. Without this prevailing tolerance, 
sooner or later suggestions of critical judgment 
will infiltrate the manner and remarks of the 
physician. The physician’s feelings will then be 
conveyed—often insensibly—to the patient and 
will deter him from further revelations of his 
feelings. It is incumbent upon the physician to 
be moral but not a moralist. 

It should not be thought that the recommended 
attitude is one merely of judicial aloofness. 
Rather, there should be a demonstration of 
empathy with the patient. Empathy is the ca- 
pacity of the physician to relate himself emo- 
tionally to the patient, to sense his feelings, and 
to show a healthy degree of warmth and under- 
standing without identifying himself with the 
individual’s suffering. The patient should be 
made to feel that his reactions are perfectly nat- 
ural and normal under the circumstances even 
if they have not been entirely satisfactory for 
him or others. It is helpful if the physician in- 
serts from: time to time remarks which reveal his 
understanding such as, “It’s easy to see that los- 
ing your job was quite a blow,” or “The boss's 
manner might have been enough to make any- 
one angry.” 

The appearance and manner of the physician 
should be adapted to draw out the emotional 
expression of the patient. If the physician asks 
with a smile, “Did that make you mad?” the pa- 
tient will usually admit being angry if he was. 
But if the physician’s face appears forbidding 
or critical the patient may say, “No, that didn’t 
make me mad. That didn’t bother me at all. I 
never gave it another thought.” 

It is a help to remember that part of tact is the 
ability to describe a person as he sees himself. 
Questions should be phrased with respect for the 
patient's concept of himself. When a patient 
ventilates much hostility towards a boss, the 
physician may be tempted to say, “Do you al- 
ways have trouble with bosses?” The patient, 
however, will talk much more freely if asked, 
“Have you found other bosses as troublesome as 
this one has been to you?” Instead of saying, 
“Have you been on relief often?” the physician 
should say, “Have you had much trouble finding 
work?” 

Similarly we must, at least initially, accept 
the patient’s own evaluation of his experiences. 
If he tells us people are reading his mind, we 


catch ourselves saying, “Are you sure they are 
reading your mind?” or, “What makes you think 
they are reading your mind?” More tactful ques- 
tions would be, “Why should they read your 
mind?” and, “Who are they?” 


Minimal Activity by the Physician 


It has been said that the experience of a physi- 
cian can be judged by the proportions of the 
total time he spends with a patient which he de- 
votes to history-taking and to examination. Ex- 
perience in history-taking can be similarly 
judged by the proportions of the total time taken 
up by the remarks of the patient and by those 
of the physician. With rare exceptions, as long 
as the patient is talking, the physician should 
listen only. If the patient is interrupted much, 
he may feel the doctor is not interested in what 
he has to say or in him as a person, and he may 
become irreversibly reticent. The interruptions 
of the physician are cut by about 90 per cent 
when he asks himself before interrupting what 
information he hopes to obtain or what other pur- 
pose would be served by interposing a question 
or a remark. In general, questions and interrup- 
tions should be restricted to the following oc- 
casions: 

1. Opening the interview or a new topic of 
information. For example, “How have you been 
since I saw you last?” or, “I thought perhaps you 
could tell me something more about your early 
life.” 

- 2. Bringing about the mention of relevant ma- 
terial not brought out spontaneously, such as 
ages and dates of events. Such questions should 
usually be reserved until the patient's flow of 
words has temporarily ceased. They should never 
be interjected merely to satisfy curiosity. 

3. Reducing irrelevant material and circum- 
stantiality. In general, it is wiser to note the ma- 
terial produced during apparent irrelevancies 
than to cut it off. If we accuse our patients of 
being irrelevant we are really saying that we 
have failed to understand the significance to the 
patient of what he is saying. We can often 
learn much from apparent irrelevancies. Some- 
times the patient is “filling in” time until he can 
bring himself to expose his inner anxieties. Some- 
times he is feeling out the sensitivity and un- 
derstanding of the doctor on small issues before 
he presents him with a major problem. Some- 
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times he is justifying his conduct against inner 
(and assumed external) accusations. Sometimes 
the irrelevancy is the patient’s unconscious or 
guarded manner of presenting his real prob- 
lem. For example, a woman may talk at great 
length of her longing for a pregnancy when 
she is really more desirous of help with her rela- 
tions with her husband. 

Often we can better understand irrelevancies if 
we ask ourselves, “To what unasked question 
could al) of this talk be the answer?” We may 
then find that a woman who talks at great length 
about her operatiéns is, as it were, answering 
someone who said, “You have suffered a great 
deal in your life, haven’t you? Tell me all about 
that suffering.” The patient has a need to show 
us how much she has suffered. We find that 
much of what patients tell us is composed of 
answers to such unspoken questions. 

However, where material is obviously repeti- 
tive or wastefully circumstantial, it is permissible 
to say, “I think perhaps it would be more help- 
ful to spend the remainder of our time talking 
about some of your other problems. Tell me 
about such and such.” 

4. Reassuring the patient of his acceptance by 
the physician. 

5. Focusing on relevant material. The patient 
cannot be expected always to bring out impor- 
tant relationships. The physician must guide him 
into fuller discussion of those topics which he 
finds of importance. If the patient is talking 
about something which is apparently irrelevant 
and touches upon an important relationship, or 
an area of conflict, or if he shows evidence of 
emotional change, the physician should seek to 
channel the discussion in this area—either then 
or later. ‘This should be done with minimal ac- 
tivity. Often if the physician merely looks more 
attentive and interested, the patient will move 
into this area, as it were, spontaneously. Some- 
times a word or phrase such as “And?” or “And 
then?” is sufficient to keep the patient talking. 
Sometimes a word or phrase of the patient may 
be fed back to him as an inviting question. The 
patient may say, “I always seem to feel worse 
on Saturdays” and the physician may then 
merely say, “On Saturdays?” and the patient 
will usually go on, “Yes, I have a lot to do on 
Saturdays as my mother-in-law comes over to 
see the children on Saturdays.” If there is a 
pause, the physician may then say, “Your moth- 


er-in-law?” and further material will flow out. 
Only after such maneuvers have failed should 
the physician resort to more direct questions 
such as “Tell me about your mother-in-law.” 

It is by no means always appropriate to open 
up an area of importance as soon as it is noted, 
especially if the more subtle invitations are not 
accepted. The physician should then merely re- 
cord the apparent importance of a topic, and 
look for an opening later. Frequently material 
of great importance may be noted in the first in- 
terview but cannot be explored until later. 

The physician may coax but should never 
force the patient to discuss anything which he 
does not wish to talk about. If a patient does 
not talk about a topic, it is usually because it is 
too charged with anxiety. Later, when the pa- 
tient has overcome some of his other anxieties 
and has greater confidence in the physician, he 
may himself open up the charged topic. If such 
a topic is broached and the patient seems about 
to become seriously disturbed, the physician 
should usually deflect the conversation into a 
neutral area. On the other hand, if the patient 
wants to go on and does so with crying or other 
emotional disturbance, no harm is done as the 
patient has himself wished to bring out this ma- 
terial. Occasionally a patient will say after a 
long pause, “Doctor, there is something I would 
like to relate but it is too disgusting to talk 
about.” Here a reply such as, “Possibly you 
would prefer waiting until another time, but | 
am sure it can not be that bad” will be sufb- 
ciently reassuring to permit the development of 
a subject previously taboo. Another helpful re- 
mark in these situations is, “I can see that this 
subject is disturbing to you, but that really 
makes it all the more important to talk about it 
if you can.” 

If the physician undertakes to restrict his in- 
terruptions to these categories, he will have to 
struggle against strong temptations to interject 
comments and running interpretations. There is 
a tendency for many patients and some physi- 
cians to search for a single “cause” to which 
all of the patient's difficulties can be attributed. 
This belief incites the physician to offer rash 
interpretations of dynamic origins. He will be 
less liable to do this if he remembers that the 
personality of the patient is always more impor- 
tant than traumatic events in the development 
of illness. He should remember also that trau- 
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matic events are rarely isolated but are usually 
composed of continued pressures or a series of 
similar inimical events or attitudes. Finally he 
should remember that the insights and correla- 
tions developed by the patient himself are the 
only ones of lasting value to him; those imposed 
by the physician may be accepted intellectually 
but have little real meaning for the patient. Pre- 
mature interpretations frequently confuse the 
patient and may even irritate him; at best they 
deflect his stream of thought from the topic at 
hand and impede the taking of a good history. 


Avoidance of Frontal Attack 


When questions need to be asked, they should 
be phrased as generally as possible in order to 
minimize the effect of suggestion. It is better 
to say, “How did you feel when you had to sell 
your house?” than, “Did you feel badly when 
you sold your house?” or, “You must have felt 
badly when you had to sell your house.” Lead- 
ing questions invite the patient to offer a rou- 
tine or cultural attitude which may not be truly 
his. The patient might have been partly or 
wholly pleased at having to sell his house but 
be unable to admit it after a question suggest- 
ing disappointment. If, however, it is apparent 
that the patient is unaware or unexpressive of 
all his feelings about an event, a suggestive in- 
terpretation may be made cautiously in an effort 
to draw him out further. For example, one might 
say, “Perhaps you weren’t altogether sorry to see 
your house go,” or, “I imagine your father’s 
remark might have made you a bit angry as well 
as embarrassed.” 

Little information is obtained by such ques- 
tions as: “How do you get along with your fa- 
ther?”—“Do you worry much?”—“Do you like 
your older brother?” The patient will almost cer- 
tainly answer with sterile replies, replies designed 
to satisfy cultural attitudes. He will be liable to 
say: “Dad and I get along very well. He is a 
great fellow’—“No, I never worry”—and “Oh, I 
like Joe a lot.” Such questions as, “What is your 
father like?” or, “Tell me a little about your 
brother”—show a flattering expectation of ob- 
jectivity on the part of the patient which leads 
him indirectly to reveal his true feelings. When 
the opportunity provides, the patient should be 
drawn out into anecdotal relation of events in 
which he was associated with relevant persons. 


Much more can be learned from a study of such 
anecdotes than from standardized statements 
such as, “Mother favored my younger sister” 
or “Dad was always fair to us.” When a patient 
makes such statements he should be asked, “Can 


you give me an example of this?” 


Indirect Ways of Questioning 


Difficulties frequently arise in exploring cer- 
tain topics about which the patient is silent or 
which are especially charged with anxiety, but 
about which the physician should have some 
information. For example, it is important to 
know something of the subjective state of the 
patient—his awareness of anxiety, depression, ela- 
tion, resentment, or other psychic states. If the 
patient is dimly aware of some disturbance of 
this nature, he may strive to conceal it; if the 
subject is opened directly he may feel and resent 
an implication that he is “crazy,” or abnormal. If, 
however, questions pertaining to his psychic state 
are set in the neutral framework of questions 
about his habits or his illness, they will be ac- 
cepted by the patient without resistance. Thus 
it is natural after inquiring about appetite and 
bowel movements to ask about sleep. If there is 
a disturbance of sleep, it is natural to ask the pa- 
tient why he thinks he is having difficulty sleep- 
ing. “What seems to be keeping you awake?”— 
“Do you think about anything in particular 
when you are trying to sleep?”—“When did you 
begin to have difficulty sleeping?” 

In the systemic review, questions about difb- 
culty in concentrating or lapses of memory may 
be embedded in the routine inquiries into the 
occurrence of headache, tinnitus, or dizziness 
without arousing anxiety. It is natural to inquire 
also about feelings of fatigue and from there to 
lead into the question of energy and an aware- 
ness of changes in vitality, “pep,” or mood. 

When the physician feels he should investi- 
gate the occurrence of symptoms of psychoses 
such as ideas of persecution or hallucinations, 
the questions should be phrased to inquire first 
about phenomena which are on the borderline 
of the abnormal rather than deep within its ter- 
ritory. If we ask a patient directly, “Do you 
think someone is out to get you?” we usually 
evoke one of two responses. If the patient has 
no such idea, he will be annoyed; if he does 
have such paranoid thoughts, he may be,\put 
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on guard and consequently, it may cause him to 
cover up his feelings. We can always ask anyone 
such questions as, “Do you think you have been 
treated fairly by your wife?” and, “Do you feel 
the men at work dislike you?” Then if these 
questions are answered suggestively, we may ask 
other questions which are designed for the pur- 
pose of uncovering more definitely paranoid 
trends. 

Similarly, in inquiring about hallucinations it 
is better not to start off with such a question as, 
“Do you hear voices?” Asking this type of ques- 
tion may alarm a patient who is not hallucinat- 
ing but who is alarmed about the gravity of his 
illness; and if the patient is hallucinating, it may 
make him feel that his experiences are unusual 
and unnatural, and consequently, deter him from 
discussing them. These errors can be avoided by 
starting with such remarks as, “I wonder if you 
have ever had the impression as you were falling 
asleep that someone else was in the room; many 
people with symptoms like yours do have such 
feelings,” or, “People who are worried much and 
think a great deal about certain people some- 
times even have the impression of hearing those 
people talk to them. Have you ever noticed this?” 

In exploring a relationship between a symp- 
tom and an emotional disturbance, if the patient 
is asked about such a connection, he will often 
deny it. But if he is asked to describe all the 
situations in which the complaint is likely to be 
identified, or offered specific examples, he may 
become aware of a relationship. “Do you get 
these palpitations after meals? When you are 
unusually tired? After you have not slept well? 
Sometimes when you are upset about some- 
thing?” The patient may then concede that they 
do occur when he is “nervous.” At this time, it 
is opportune to ask the questions, “Do you find 
you get nervous often?” and “What do you mean 
by ‘nervous’?” 

The patient's resistance may also be dimin- 
ished by asking him to describe himself as others 
see him. “Do other people think you are ‘nerv- 
ous’?” “What does your wife think about this 
trouble?” 

An emotional change in the patient during 
the discussion may also help to bring his feel- 
ings more into the open and thus divulge rele- 
vant information. “Is this difficult for you to talk 
about?”—“Do: you find yourself becoming upset 
easily?”—“Do you cry often?” 


Sexual Ideas 
Another area difficult to approach is that of 


sexual feelings and habits. In women, this may 
be approached naturally through the gynecologic 
questions or a discussion of children and preg- 
nancies. After a patient has mentioned the num- 
ber of her pregnancies, she may be asked, “Did 
you want to have any more?” If the answer is 
negative, she may be asked if she did anything 
to prevent more, and if she did, whether this 
contraception interfered with her sexual satis- 
faction. If she did want more, she may be asked 
if there is any reason why she did not have 
more and by this route also, the patient is led to 
discuss her sexual relations. The question, “Are 
you aware of sexual tensions?” is often fruitful. 
Many times it is advisable to make no mention 
of sexual matters in the early interviews unless 
the subject is opened by the patient. Because of 
early intrenched attitudes many persons resent 
any implication that their trouble is related to 
sexual drives. 

The exploration of these areas must frequent- 
ly be accompanied (particularly in dealing with 
less well-educated patients) by reassuring in- 
formation from the physician. “You know some- 
times we find these things are connected with 
trouble like yours.”—“I’m asking you about all 
this because we find it important in a lot of pa- 
tients with complaints like yours.” 


Special Problems 


Of the special problems which arise in psy- 
chiatric history-taking, the most important is 
that provided by the patient who is reticent. 
The outward manifestation of this reticence mav 
be overt hostility, a declaration that “There is 
nothing to talk about,” or a garrulity in which 
words are used to conceal thoughts. There is in 
each of these instances an actual inability of the 
patient to reveal himself freely. When this situ- 
ation occurs the physician should first scrutinize 
his own relationship with the patient and he may 
discover that in some respects he has not been 
sufficiently accepting of the patient, or he has 
pushed too rapidly into sensitized areas. In these 
cases, the physician must increase the support 
which he offers until the security of the patient 
is increased to the point where he can permit 
himself confidences. 
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In this connection a common error is the 
surrender of the physician after a time to a feel- 
ing of irritation with the patient, expressed in 
such statements as “This man is not the sort who 
can be helped anyway.” If the physician suspects 
the existence of an underlying psychic disturb- 
ance, he should persist in a warm, accepting atti- 
tude and the patient will eventually gain enough 
security to reveal himself. This may take some 
period of time, perhaps days, weeks, or even 
months. While this turn of events is being 
awaited, the patient can be seen at regular inter- 
vals with attention directed to the principal com- 
plaint and the situations in which this occurs. 
The interviews may be relatively brief during 
this period. By a constant, but tactful and in- 
direct focusing on the relation of symptoms to 
situations, the resistance of the patient will 
eventually be eroded away. 


On Getting Help from the Family 


Another problem is presented by patients who 
are unable to communicate effectively with the 
doctor (psychotics and children) or who uncon- 
sciously falsify themselves to themselves and 
hence to their physicians. In practice, the great 
majority of patients fall into one of these cate- 
gories. Much aid can be obtained from consult- 
ing a responsible relative and obtaining a second 
history from this informant. In addition to the 
usual historical questions, it is well to find out 
from this informant something of the patient’s 
pre-morbid personality and the extent to which 
this personality has been distorted in the illness. 
We need to know also the degree of understand- 
ing of the patient and the attitude towards his 
illness of the patient's family. Do they consider 


themselves guilty or the patient lazy? Do they in- © 


terest themselves actively in his welfare or tell 


him to pull himself together? We also need to 


know something wf the reliability of the second 
informant. 

Usually, the closest relative such as the hus- 
band or parent, is not the most objective inform- 
ant because he himself is involved in the pa- 
tient’s emotional problems. We may then have 
recourse to a third and sometimes a fourth in- 
formant always with the object of adding to the 
stockpile of relevant information. The stories 
thus obtained are often extraordinarily discrep- 
ant and it is sometimes difficult to believe that 
the informants are talking about the same 
events. In practice this does not matter because 
we are never concerned so much with the ab- 
solute truth as with the psychologic truth—how 
the patient feels about these people and how 
they feel about him. 

In consulting someone besides the patient, it 
is necessary to observe some simple precautions. 
The patient should always be asked—not told— 
about this step, and it should be represented as 
what it is, part of the gathering of information 
out of which understanding is to come. Inter- 
views with the other informants should usually 
be restricted to one or two sessions at most; 
otherwise these is danger of the patient’s ques- 
tioning the loyalty of the physician to him and 
some danger of the informant’s seeking to in- 
trude himself into the relationship with the 
physician. When a patient, even a child or ado- 
lescent, comes to the physician’s office accompa- 
nied by a relative it is imperative that the pa- 
tient be seen first and alone. This procedure may 
require thoughtful manipulation. Finally the 
material gained from an informant, particularly 
when different from that of the patient, should 
never be presented directly to the patient but 
only used by the physician to increase his under- 
standing of the problem. 

A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


and Meningitis 


As M. J. Fox and B. T. Grotts emphasize in the Journal of Pediatrics for November, 1949, 
mumps can easily affect the meninges as well as the parotid glands. In very sick children, a 
study of the cerebrospinal fluid will show a high lymphocyte count, but a normal sugar and 
protein. There may be signs of meningitis, and rarely, signs of encephalitis. 
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Practical Lherapeutics 


MODERN MANAGEMENT OF PNEUMONIAS 


BY HOBART A. REIMANN, M.D. 
Jetterson Medical College, Philadelphia 


THE MORTALITY RATE of all forms of pneumonia 
diminished steadily between 1911 and 1929 be- 
fore any specific therapy was widely used. The 
decline in the rate was hastened after 1929 when 
refined antipneumococcic serums were made 
available, but the fall was even more rapid after 
the introduction of sulfapyridine in 1938. Then 
a new era in the therapy of pneumonia began 
(Figure 1). The advent of penicillin soon after- 
ward, followed by aureomycin, chloramphenicol, 
and terramycin reduced the death rate to 
between 5 and 10 per cent. Pneumonia, there- 
fore, is not the serious disease it once was, and 
proper therapy shortens the course of many 
kinds of pneumonia to a day or two after treat- 


ment is begun. 


No longer does one need to wait several days 
or a week or more of serious illness for spontane- 
ous recovery to occur, nor fear the loss of every 
third patient. Nor is it necessary to pursue the 
meticulous routine necessary for safe serotherapy 
or to anticipate distressing reactions to serum. 

On the other hand, there is an unwise tend- 
ency to regard the problem of treatment as 
solved, to presume that pneumonia occurs less 
often than formerly, and that the nature of the 
untreated disease has changed. According to 
statistical studies, the incidence of pneumococcic 
pneumonia, for example, is about the same as it 
always was, and there is no evidence that pneu- 
mococci or other bacteria have lost any of their 
power of invasiveness. Should some catastrophe 
stop the manufacture, distribution, or use of the 
newly devised drugs, the mortality rate, no doubt, 
would return promptly to its former high level. 
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The present death rate of 5 to 10 per cent may 
be an irreducible minimum. It is made up largely 
by deaths among infants and the aged, among 
patients with complications, among those with 
other chronic disease or debilitation, or chronic 
alcoholism in whom the death rate is still high. 
For these groups, further improvement in anti- 
bacterial therapy is unlikely to help; the problem 
now is chiefly one of prevention of pneumonia 
and of increasing resistance of the host. 
Although pneumococcic pneumonia is the 
most important serious kind of pneumonia, there 
are many others caused by different agents which 
require special treatment. Therefore, before out- 
lining methods of treatment, it is necessary to 
emphasize the importance in each case of making 


-an etiologic diagnosis. For example, pneumonias 


caused by pneumococci, hemolytic streptococci, 
or staphylococci are best treated with the use of 
penicillin. 

Determination of the types of pneumococci 
which cause pneumonia is no longer necessary 
before one selects the proper therapeutic agent, 
but the procedure is of value in diagnosis, and 
for furnishing epidemiologic information. The 
rarer pneumonias caused by tubercle bacilli, 
Friedlander’s bacilli, or Pfeiffer’s bacilli require 
treatment with streptomycin, and certain viral 
pneumonias respond only to aureomycin, chloram- 
phenicol, or terramycin. Aureomycin fortunate- 
ly also controls psittacotic, tularemic, and Q 
fever pneumonias, and may be found to be 
effective for other rare types as well. 

A few years ago when the choice of therapy 
rested between sulfadiazine and penicillin, the 
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problem was relatively simple. Now it is neces- 
sary to select from four or five antibiotics ac- 
cording to the cause of the disease. Furthermore, 
the discovery of viral pneumonia, Q fever, orni- 
thosis, coccidioidomycosis, and histoplasmosis, all 
characterized by pulmonary involvement, com- 
plicates the diagnostic problem. Whatever the 
cause of the pneumonia at hand is, the disease 
is often a serious one and should be regarded 
as an emergency. A drug, to be most effective, 
must be given promptly and in proper dosage. 


DEATH RATE PER 100,000 (ANNUAL BASIS 


ative agent. An accurate history and physical 
examination are essential. The onset of classical, 
typical lobar pneumococcic pneumonia is so 
characteristic as to require no description here. 
Pneumonias caused by all other microdrganisms 
are usually clinically atypical. They often merge 
with a preceding minor infection, and the char- 
acteristic signs of pulmonary consolidation rarely 
develop. Pneumococcic pneumonia in old people 
or debilitated ones may also behave atypically 
and other kinds of pneumonia may, at times, re- 
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Figure 1. Annual death rates from pneumonia and influenza, and the range of monthly vari- 
ation, 1925 to 1949. The annual death rates are shown by the continuous black line. The 
range from the lowest to the highest monthly death rate within the year is indicated by the 
height of the vertical shaded bar. From original chart prepared by Metropolitan Life Insurance 
Company based on weekly premium-paying industrial business. 


Early therapy tends to reduce the number of 
complications. 

At this point, it may be well to caution against 
the indiscriminate use of antibiotics for every 
patient who has fever. Cough or pulmonary rales 
do not always mean pneumonia. They may be 
caused by heart failure, an infarct, atelectasis, 
or other condition. Clinical judgment must still 
be used to prevent unnecessary therapy. 


Points in Diagnosis 


After pneumonia is diagnosed or suspected 
an attempt must be made to determine the caus- 


semble lobar pneumonia and be confined to one 
lobe. Roentgenography is helpful in locating the 
lesion, or in ruling out other conditions, but can- 
not be depended on for etiologic diagnosis. It 
is necessary to rely on bacteriologic or serologic 
studies. Nonpneumonic pulmonary diseases such 
as infarction, abscess, foreign body reaction, ate- 
lectasis, congestion, and neoplasm must be con- 
sidered during differential diagnosis. 

Material should be collected for diagnostic 
tests before treatment is begun because anti- 
biotics and sulfonamides tend to eliminate the 
causative bacteria. Sputum (not saliva) or pus, 
if present, should be sent to a laboratory for de- 


GP © Volume Il, Number 4 


: AL 

72 
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termining the predominant bacteria, especially 
the ones which most often cause pneumonia. If 
pneumococci are present, they can be “ J 
within one hour. At the same time, blood should 
be drawn for culture, a blood count should be 
made, and the blood sedimentation rate meas- 
ured. If bacteriologic studies cannot be made 
immediately, the collected materials should be 
preserved in the ice box. If there is reason to 
suspect psittacotic, tularemic, or Q fever pneu- 
monia, the diagnostic study should be made only 
in specially equipped laboratories, since the 
handling of exudates of these diseases is dan- 
gerous. If viral pneumonia is suspected the 
cold agglutinin test is in order; and for influenza, 
the diagnosis may be made by special virologic 
tests. 

After the diagnosis is made, the appropriate 
antibiotic agent is selected for prompt administra- 
tion in proper dosage. When bacteriologic or 
other tests cannot be made or when the diagnosis 
is uncertain, treatment with aureomycin, which 
is effective against several kinds of pneumonia, 
may be administered until a time when an exact 
diagnosis can be made. 


Pneumococcic Pneumonia 


When the diagnosis of pneumococcic pneu- 
monia is made clinically and from bacteriologic 
study, penicillin should be given promptly. Sev- 
eral methods are in vogue but the following are 
those of choice at present. In the case of aver- 
age severity treated early in the disease, 200,000 
units of aqueous crystalline penicillin are. in- 
jected intramuscularly as an initial dose, after 
which 100,000 units are given every 12 hours 
until recovery occurs. This dosage may be main- 
tained or reduced in amount for 24 hours after- 
ward. In severe cases, in patients with compli- 
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cations, if treatment is not begun until several 
days have elapsed, or if other reasons deimand, 
the initial dose may be given intravenously and 
followed by 200,000 units or more intramuscu- 
larly every 12 hours. Procaine penicillin may be 
injected intramuscularly in doses of 300,000 or 
400,000 units, once a day. 

Whereas penicillin given orally shows results 
as good as that given intramuscularly, the un- 
certainty of absorption must be considered. Peni- 
cillin if given orally should be in double or triple 
the amounts given intramuscularly. 

If a patient is known to be hypersensitive to 
penicillin or if evidence of hypersensitivity ap- 
pears, time does not permit the uncertain pro- 
cedure of desensitization. It is better to substitute 
aureomycin or sulfadiazine. A new compound 
called penicillin 0 may also be used. Untoward 
reactions to penicillin may sometimes be com- 
batted by the giving of Pyribenzamine or similar 
drug. 

If no favorable response to penicillin occurs, 
the dosage is insufficient, an error in diag- 
nosis was made, or some complicating secondary 
infection is present. The reason should be sought, 
and, if necessary, other treatment substituted. 

Aureomycin. Although aureomycin has not 
been used as extensively as penicillin, it is an 
effective therapeutic agent in cases of pneumo- 
coccic pneumonia. It may be given orally or in- 
travenously. It is of special value if penicillin or 
sulfadiazine are contraindicated. 

The oral dose is 1 Gm. every 4 hours. Success- 
ful results are obtained with 250 mg. orally at 
3 hour intervals, or 500 mg. every 6 hours for 
an average total dosage of 12 Gm. Nausea, vom- 
iting, and diarrhea may occur during therapy. If 
they are severe, penicillin or sulfadiazine should 
be given instead. 

Chloramphenicol and terramycin have not 
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had sufficient trial to warrant general use as yet. 

Sulfadiazine. The advantage of sulfadiazine is 
its low cost and efficacy when given orally. Un- 
fortunately, because of its frequent toxic effects, 
it has had to be replaced almost entirely by anti- 
biotic agents. If antibiotics are unavailable or if 
other reasons prevent their use, sulfadiazine may 
be used. Oral dosage of 2 to 4 Gm. initially fol- 
lowed by 1 Gm. every 4 or 6 days is the rule. 
About 1,500 cc. of fluid a day should be given 
to minimize the formation of crystals in the kid- 
neys. The urine should be kept alkaline by giv- 
ing 15 to 30 Gm. of sodium bicarbonate daily 
in divided doses. If the case is severe or if oral 
therapy ‘is not possible, sodium sulfadiazine 
should be given intravenously. 

Specific antipneumococcic serum is no longer 


Treatment with ACTH. According to report, 
a patient with type 8 pneumococcic pneumonia 
was treated with pituitary adrenocorticotrophic 
hormone. Crisis occurred within 12 hours after 
beginning treatment, but the sputum still con- 
tained pneumococci and bacteremia was still 
present 24 hours after the temperature was 
normal. Evidently ACTH influenced the symp- 
toms but had no effect on the infection itself. 

Symptomatic Treatment. Since new forms 
of therapy have limited several important bac- 
terial pneumonias to disease of short duration, 
it is no longer necessary to give the usual de- 
tailed description of methods of symptomatic 
therapy. Unless illness lasts more than a day or 
two, no special attention need be given to the 
diet or fluid intake and elimination provided 
they are sufhcient. 

Cough may be eased by a menthol lozenge or by 
humidifying the air. If cough is harassing and 
exhausting, codeine sulfate in doses of 0.03 to 
0.06 Gm. (¥% to 1 grain) orally may be given 
every 3 or 4 hours. In severe cases, morphine 
may be required. Coughing should not be en- 
tirely suppressed. Expectorant drugs and cough 
syrups are useless; they disturb digestion and 
should not be given. 

Thoracic pain may be controlled by the appli- 
cation of a many-tailed flannel binder, tightened 
and pinned to suit the patient’s comfort. Heat 
applied locally is helpful. In severe cases, codeine 
or morphine may be required or the intercostal 
nerves may be injected with Novocain. 

Abdominal distention rarely occurs under mod- 


ern therapy. It is prevented best by removing 
bad gas makers such as vegetables and milk from 
the diet. The bowels, if constipated, may be 
aided by a mild laxative or by changing the diet. 
Distention itself may be hard to reduce. The ap- 
plication of heat in the form of stupes is tradi- 
tional, but the use of rubber tubes inserted orally 
or rectally according to where the gas collects 
may serve to remove it by suction. 

For dyspnea and cyanosis, the patient may be 
placed in a tent in an oxygen saturation of at 
least 60 per cent, or he may be given oxygen 
with a face mask or nasal catheter. The most 
serious occurrence is circulatory collapse or a 
shock-like state which often resists treatment. 
The best treatment is the control of the infec- 
tion itself. Maintaining the body temperature 
near 98.6° F. with heat applied with warm 
blankets is helpful. The intravenous injection of 
isotonic solution of sodium chloride or of plasma 
may be tried, but the problem is not so much one 
of supplying fluid as of keeping it circulating. 
Digitalis is of no value except in the presence of 
auricular fibrillation or actual heart failure. The 
so-called cardiac stimulants like Coramine and 
Adrenalin or caffeine and strychnine are use- 
less. Morphine is contraindicated. Atropine does 
not control pulmonary edema, but venesection 
may be helpful in certain plethoric patients. 

Empyema. Empyema responds best to treat- 
ment in the early stage before the exudate thick- 
ens or adhesions form. The pus should be 
aspirated and 100,000 units of crystalline peni- 
cillin injected into the pleural space. Intramus- 
cular injections of the drug should be continued 
as for the pneumonia. Intrapleural injection may 
be repeated daily or every other day for a week 
or more. If improvement does not occur by 
then, thoracotomy and drainage is indicated. 

Isolation of Patients. Most bacterial pneu- 
monias are not contagious in the sense of, let us 
say, measles, but the occasional occurrence of 
multiple cases in a community indicates the need 
for caution. Strict isolation is not necessary, but 
the patient should be instructed to cough into 
a gauze pad. Sputum should be disinfected or 
burned, and eating utensils should be washed 
in hot, soapy water. 

The general management of other bacterial 
pneumonias is the same as just described. The 
right antibiotic agent or drug should be selected. 
Hemolytic streptococcic pneumonia yields to 
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penicillin or sulfadiazine; staphylococcic pneu- 
monia to doses of penicillin or aureomycin 
larger than needed for pneumococcic pneumonia; 
Friedlander’s bacillus and tularemic pneumonia 
respond to aureomycin or streptomycin; psitta- 
cotic pneumonia responds to penicillin or aureo- 
mycin, and Pfeiffer’s bacillus and tuberculous 
pneumonia respond to streptomycin. 


Viral Pneumonias 


Pneumonias caused by a filtrable virus have 
been recognized now for about twelve years. 
They commonly are called “atypical pneumonia,” 
a confusing term since any pneumonia of what- 
ever cause if not clinically like typical lobar 
pneumonia may be called atypical. During epi- 
demic periods, viral pneumonias may outnumber 
other kinds. In the years between 1941 and 
1943, they outnumbered bacterial pneumonias 
about 3 to 1, but since then they have occurred 
less frequently. Occasional sporadic forms are en- 
countered and give rise to diagnostic difficulties. 
Fortunately the mortality rate is less than 2 per 
cent. 

Diseases most often confused with severe 
viral pneumonia are acute tuberculous pneu- 
monia, typhoid, infectious mononucleosis, psitta- 
cosis, and influenza. Differential diagnosis is 
based on the history of exposure, the nature of 
the disease, serologic tests, and the isolation of 
the causative agents. Unfortunately, since the 
cause of viral pneumonia is unknown, diag- 
nosis of it is made chiefly by exclusion and 
by the characteristics of the disease. The 
demonstration of cold agglutination of erythro- 
cytes or agglutinin for streptococcus MG 
is helpful, but only in retrospective diagnosis 
since these reactions seldom occur before the 
tenth day of disease, too late for early diagnosis, 
and they appear in only about one-half of all 
cases. 

The diagnosis of the epidemic forms of viral 
pneumonia is less difficult when many cases oc- 
cur at once. Yet since the majority of cases are 
mild, it is not possible to distinguish them clini- 
cally from the common cold or from influenza 
except by the presence of cold agglutination or 
by the isolation of the viruses of influenza A or 
B or by the serologic demonstration of their ac- 
tivity. Pneumonia caused by the viruses of in- 
fluenza needs close observation. For unknown 


reasons, influenza predisposes the lung to sec- 
ondary pyogenic bacterial invasion. Should evi- 
dence of this occur, energetic antibiotic therapy 
is necessary. 

Management. Since aureomycin controls so 
many kinds of pneumonia, it may be used em- 
pirically at times when an exact diagnosis can- 
not be made. Although numerous investigators 
report beneficial results from either aureomycin 
or chloramphenicol in most cases of viral pneu- 
monia, others, including myself, have not been 
so fortunate. In many instances, no favorable re- 
sponse occurs. This may indicate the existence 
of various kinds of viral pneumonia, some favor- 
ably influenced by aureomycin, others not. Al- 
though aureomycin has no influence on the virus 
of influenza, it was given to several patients with 
influenza A and pneumonia and it caused im- 
provement. It may have done so by controlling 
secondary bacterial infection. Aureomycin is 
given orally in doses of 1 Gm. every 6 hours. 
Many patients develop nausea, vomiting, and 
diarrhea. 

Terramycin also is reported to give beneficial 
effect in viral pneumonia after an initial dose 
of 2 Gm. followed by 1 Gm. every 6 hours orally. 
Untoward gastrointestinal disturbance may re- 
quire a diminution in the amount given. 

ACTH was given to two patients with viral 
pneumonia with equivocal results. 

All grades of severity of viral pneumonia oc- 
cur from the mildest in which patients are am- 
bulatory, to the rare fatal cases. Patients with 
mild attacks need no treatment other than rest. 
If fever is present, bed rest is in order. Mild 
vasoconstrictor drugs may be dropped or sprayed 
into the nose or inhaled to relieve congestion 
and obstruction to breathing. For headache or 
general aching, analgesics such as aspirin are 
helpful, unless they aggravate existing diapho- 
resis which in itself is distressing. Codeine then 
is preferable. 

In moderately severe and severe cases, which 
occasionally last several weeks, the diet and fluid 
intake should be regulated; fluids need not be 
“forced” unless sweating is excessive. Fever, if 
over 104° F., is controlled best with tepid sponge 
baths. Antipyretic drugs should not be used; 
they add to the discomfort caused by sweating, 
and they increase the loss of fluid. There are no 
satisfactory methods to inhibit sweating, al- 
though a new remedy called Banthine may be 
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tried. Atropine sulfate may help at times, but 
gives unpleasant side-effects. The bedding and 
clothing should be changed when wet. 

Cough is the most distressing symptom and 
often resists therapy. The commonly used ex- 
pectorants and cough syrups do not serve their 
purpose; they may disturb digestion and they 
should not be used. Lozenges containing men- 
thol when held in the mouth relieve mild 
cough. The air should be humidified and the 
throat sprayed with warm isotonic solution of 
sodium chloride. Expulsion of tenacious sputum, 
seldom large in amount, may be aided by the 
inhalation of 5 per cent carbon dioxide gas to 
increase the depth of respiration. If these meas- 
ures fail, codeine sulfate in doses of 0.03 to 0.06 
Gm. (% to 1 grain) may be given every 3 or 4 
hours. Soreness of the abdominal muscles inci- 
dent to coughing may be relieved by a snugly- 
adjusted flannel binder. 

Headache often is severe and made worse by 
coughing. It may be relieved by cold compresses 
or by aspirin or other analgesic drugs. Intense 
headache may suggest encephalitis, and if the 
symptoms or signs indicate the presence of such 
a condition, pain may be relieved by aspirating 
100 cc. or more of spinal fluid, especially if the 
pressure is increased. 

The management of dyspnea, cyanosis, and 
circulatory collapse is the same as that recom- 
mended for bacterial pneumonia. Roentgen ray 
therapy, convalescent serum, and transfusion of 
blood or plasma have no specific value in ther- 
apy. Since secondary bacterial pulmonary infec- 
tions rarely occur in viral pneumonia, sulfadi- 
azine and penicillin are not given. 

Convalescence is occasionally prolonged but 
requires no special management other than sup- 
portive treatment and rest. Abnormal shadows 
in the lung may persist for weeks or months in 
roentgenograms but in most instances require 
no attention. 


Prevention of Pneumonia 
Suggestion has been made to give penicillin 


or aureomycin routinely to persons with minor 
infections of the respiratory tract to prevent 
pneumonia. Although pneumonia often is pre- 
ceded by a “cold,” only one or two out:of every 
thousand patients with a cold develop pneu- 
monia. It is unwise, therefore, to give penicillin 
and unnecessarily subject thousands of persons 
to the danger of sensitization. There is also a 
danger of inducing resistance to antibiotics 
among certain pathogenic bacteria, to say noth- 
ing of the waste of the drugs. Should pneumonia 
occur, it can be recognized promptly and treated. 
Since pneumonia often is preceded by colds, the 
best method of prevention would be to prevent 
colds, but how to do this is as yet an unsolved 
problem. Antihistaminic drugs are of no value 
in the prevention of colds. In a large year-long 
controlled study, penicillin was given orally to 
1,000 persons, and another 1,000 received 
placebo tablets. At the end of the experiment, 
just as many infections of the respiratory tract 
had occurred among the treated group as among 
the control group. 

The matter is different, for example, in pa- 
tients with chronic diseases such as diabetes or 
in those who have had a surgical operation, in 
whom pneumonia would be especially danger- 
ous. Under these circumstaces, if a cold de- 
velops, antibiotic therapy may be given in the 
hope of preventing pneumonia. Prophylaxis for 
exposed persons with some antibiotic may be of 
value in the unusual circumstance of an epi- 
demic of bacterial pneumonia particularly in in- 
stitutions, schools, and barracks. 

Vaccines are of no value to prevent any kind 
of pneumonia, except perhaps the specific poly- 
saccharides of pneumococci for pneumococcic 
infections. The use even of these, at present, is 
impracticable. 


Shin Lesions from Siveptom yon 
More REPORTS are coming in about skin lesions produced by contact with streptomycin. They 
occur usually in nurses and physicians and in patients who have been treated. The dermatitis 
usually involves the hands and perhaps the skin around the eyes. Some of the nurses, while 


handling streptomycin, have to wear rubber gloves and goggles. In the worst cases, the sufferer 
must leave streptomycin entirely alone. 
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THERAPEUTIC HINTS 


Carbon Tetrachloride Nephrosis 


R. M. Farrier and R. H. Smith (J.A.M.A., 
July 15, 1950) called attention to a condition 
which they have seen several times. The disease 
should be thought of whenever a patient comes 
in with nausea, vomiting, diarrhea, and anuria. 
Always then one should ask if the patient had 
been in a room where someone was cleaning 
clothes with carbon tetrachloride. The curious 
feature is that if the person has been drinking a 
good deal, the combination of alcohol and carbon 
tetrachloride is a bad one. If a person is not 
drinking, he or she will probably stand the car- 
bon tetrachloride fumes without difficulty. 

The treatment for the condition is transperi- 
toneal lavage, such as is described in the Mayo 
Clinic number of the Medical Clinics of North 
America for July, 1948. 

Whooping Cough 

In tHE London Lancet for March 4, 1950, J. 
Macrae reported the giving of chloromycetin to 
5 severely ill infants with a poor prognosis. The 
babies received first 0.25 Gm. and later 0.125 
Gm. every 6 hours for 7 days, and then 0.125 
Gm. every 12 hours for 7 days. In all of the 
cases, there was immediate improvement fol- 
lowed by rapid recovery. 

In Bolivia, in 1949, they had a bad epidemic 
of whooping cough. The children were given 
chloromycetin, and on the second day their 
coughing had greatly decreased and by the 
fourth or fifth day the whooping was over. 

Another drug which is now being advocated 
for use in cases of whooping cough is khellin 
or Visammin. According to A. Khalil and A. 
Safwat writing in the American Journal of Dis- 
eases of Children for January, 1950, khellin 
worked well in the cases of 22 children. The 
drug seemed safe. It was given by mouth and 
had no undesirable side-effects. The number of 
paroxysms and their intensity and duration were 
quickly reduced. The drug was given in doses 
of from 5 to 7 mg. per kilogram of body weight 
per day. This dosage was divided into three or 
four parts. The drug has a bitter taste so it 
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should be given in syrup. Other writers have 
observed uncomfortable by-effects. 

According to J. Helman, writing in the South 
African Medical Journal for November 25, 1949, 
in 5 cases of whooping cough, tripelennamine 
or Pyribenzamine, 1 teaspoonful of the elixir 
given 3 times a day for a child aged 2 years re- 
duced the frequency and intensity of the spasms 
of coughing. When the medication was stopped, 
the children got worse. The treatment did not 
shorten the duration of the disease. 


Interstitial Cystitis 


In THE Journal of Urology for January, 1950, 
James A. Seaman discussed that extremely painful 
bladder trouble of older women called interstitial 
cystitis. Fortunately it is a fairly rare disease. 
Usually the lesion has the appearance of a fibro- 
sis closely underlying the mucous membrane, 
and arranged in an irregular stellate pattern. It 
looks something like a tiny octopus with the 
tentacles extending irregularly outward from a 
center which may be a few millimeters in di- 
ameter. These tentacles may range in length from 
5 to 20 mm. The mucous membrane overlying 
the fibrous bands is smooth and often glistening. 
Microscopic sections show a picture of inflamma- 
tion plus the deposition of fibrous tissue. 

- The pain often is excruciating and persistent 
day and night, so that the patient soon goes to 
pieces nervously. The urine will usually be per- 
fectly clear and sterile, and without a pus cell. 
The pain may radiate to the vagina or rectum 
or hip. Often the woman keeps urinating every 
few minutes and naturally her bladder is soon 
contracted. 

Seaman says that these people can be helped. 
Often the first thing to do is to stretch the blad- 
der so that again it can hold a fairly normal 
amount of urine. Then it must be washed daily 
with a 1 to 1,000 solution of silver nitrate. To 
avoid pain these washings must be preceded 
by the instillation of an ounce of a 4 per cent 
solution of procaine. This should be left in for 
a few minutes. 

During the first week of the treatment the pa- 
tient is kept in the hospital. Later, the bladder is 


washed out with a 15 per cent solution of Argy- 
rol and 1 ounce of the solution is left in for 15 
minutes. The treatments are then carried out 
once a week for a month. After this the patient 
may be able to go from 2 to 3 months without a 
treatment. One course of treatment may relieve 
the patient for from 2 to 5 years. 

If there is much cervicitis this should be 
treated because some men think infection may 
travel from the cervix to the nearby bladder. 


Peyronie's Disease 


Ture Is a disease in which a plaque of indura- 
tion something like that of Dupuytren’s contrac- 
tion comes somewhere along the shaft of the 
penis, and interferes with erection. Usually 
treatment with radium is fairly satisfactory. Now 
comes T. Katz-Galatzi to say that he has given 
vitamin E in doses of 100 mg. three or four 
times daily for several weeks, followed by 50 
mg. doses daily for two or three months. He 
claims that this treatment resulted in a cure. 
One wonders about this because vitamin E does 
not appear to have cured anything so far, but 
perhaps some physicians would like to try the 
suggestion. 


Parkinson’‘s Disease 


In A MONOGRAPH OF 195 pages published from 
the Psychiatric Clinic of the Karolinska Institute, 
Stockholm, Henry Miones studies the heredity 
of 194 patients with paralysis agitans, and 162 
relatives. He noted that 70 years ago it was 
thought that paralysis agitans was a hereditary 
disease. Later it was discovered that in the cases 
of middle-aged patients, the cause was commonly 
encephalitis, and in the cases of the older pa- 
tients it appeared to be cerebral arteriosclerosis, 
sometimes with small strokes. 

Now Mijones points out that all of the pa- 
tients with a paralysis agitans which began ear- 
lier than the age of 20 years belong to families 
in which there are other cases. It appears then 
that besides the two types of the disease that are 
now well known, there is a third one in which 
heredity is a cause. 

Because the unfortunate people with Parkin- 
son’s syndrome are often so miserable and their 
families so desirous that something be done for 
them, it is worth noting that in the Semaine des 
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Hépitaux de Paris for July 22, 1949, May and 
Adam report having treated 12 patients with 
roentgen ray, using the technique of Tardieu 
and Guillaumont. The gray central nuclei were 
irradiated through 3 fields Cone anterior, frontal, 
and median) and two lateral temporal fields with 
centering 2 cm. above the sella turcica. 

They used 200 kv. with 0.5 mm. copper and 
2 mm. aluminum filter, and a 40 to 60 cm. dis- 
tance. Treatment was started with 50 r twice a 
week and the dose was increased to 100 r and 
150 r twice a week, with a total dose of 2,400 
to 3,000 r. In 6 of the patients tremor disap- 
peared or was improved. There was less rigidity 
of the muscles. There was much less salivation. 


Tetracaine Intravenously 


A RECENT EDITORIAL made note of some unsatis- 
factory results obtained by injecting procaine 
intravenously. Now comes J. S. Horan, writing 
in the Archives of Internal Medicine for June, 
1950, to say that he has been injecting solutions 
of tetracaine intravenously with encouraging re- 
sults. He treated patients with arthritis, muscle 
strains, lower back pain, asthma, pains in the 
chest, and neuritis. Of the 104 patients treated, 
94 per cent experienced improvement. - 

Horan has also used the drug for local infil- 
trations and blocks in a 0.15 per cent solution. 
He gave from 7.5 to 100 mg. without any un- 
toward reaction. 

The intravenous injections are given in the 
office, and the dose is 10 cc. of a 0.25 per cent 
solution given slowly over a period of from 3 to 
5 minutes. This has usually proved effective. 
That the drug is not toxic is indicated by the fact 
that one patient received a total of 250 mg. dis- 
solved in 500 cc. of isotonic sodium chloride 
solution. 

A few of the patients have had slight nausea, 
and one had syncope. In both of these patients 
the trouble was easily controlled. Eleven patients 
with asthma all received help. Thirty-three out 
of 34 patients with various nervous troubles were 
helped. The tetracaine appears to be antihista- 
minic, analgesic, and antispasmodic. 

The doctor using this method must watch out 
for allergic hypersensitiveness, collapse, convul- 
sions, or excitement. One important point is to 


give the drug slowly. 
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Alcoholism and Pentothal 


Freperick Lemere and Paul O’Hollaren re- 
ported (Arch. Neurol. & Psychiat., April, 1950) 
that during 14 years they have treated 5,000 pa- 
tients for chronic alcoholism. The cornerstone of 
their treatment has been the conditioned reflex 
method of producing an aversion to the sight, 
taste, smell, and thought of liquor by means of 
adding emetine to it. A follow-up study of 4,000 
of their patients indicated that 51 per cent had 
remained abstinent. 

Recently the authors have been giving Pento- 
thal sodium in order to facilitate the psycho- 
therapy of these patients. Two grams of the 
Pentothal is added to 200 cc. of sterile water and 
this is given intravenously by the drip method. 
Questioning of the patient is carried out while 
he is at a level of narcosis deep enough so that 
he can talk without his normal reserve. The 
treatment consists of two or three such sessions. 
The patient is made to talk about his secret 
worries and unhappinesses. 

The results of a follow-up study indicate that 
57 per cent of the patients so treated have re- 
mained abstinent. 

The Pentothal is very helpful in relaxing the 
patients. Some say that it clears their minds so 
that they can think straight; others say they have 
become relaxed so that they don’t feel the need 
for drinking. At times a little Pentothal can take 
the place of alcohol when the patient craves 
relaxation. 


Lung Carcinoma 


W. F. Riennorr reported (Dis. of Chest, Jan., 
1950) that carcinoma of the lung is to be 
found 6 times more frequently in men than in 
women. The disease is now so common that 
physicians must always be on the watch for it, 
especially whenever a man past middle age com- 


plains of chronic cough. One must be suspicious 
even when the man has a cigarette cough. 

Cough was the principal symptom in 71 per 
cent of the 502 cases studied. Sixty-three per 
cent coughed up a little blood and 50 per cent 
had some pain; 39 per cent showed a marked 
loss of weight; 23 per cent became a bit short of 
breath, 13 per cent had some fever, and 18 per 
cent were thought to have a pneumonitis. The 
diagnosis could be made in all cases from the 
roentgenograms. Bronchoscopy was helpful in 
some cases. 

Unfortunately, 344 patients came too late. 
They could not be operated on at the time when 
their disease was discovered. A pneumonectomy 
was performed in the cases of 158 patients, 26 
of whom died postoperatively. Sixty-three sur- 
vived the operation for from 1 month to 6 years, 
and there were 54 who survived from 1 month 
to 16 years. 

One of the points in determining whether or 


‘ not to operate is the appearance of spread of 


the lesion from one side of the chest to the other. 


. Usually when it spreads across in this way, there 


is nothing that can be done. It is doubtful if, in 
most cases, radiation does any good. 


Copper in Rheumatoid Arthritis 


IN THESE DAYs when every person suffering from 
rheumatoid arthritis is wishing that he could get 
a few doses of some miracle drug and thereby 
recover, physicians are on the watch for some- 
thing that can be given instead of Cortisone. 

In an interesting article (Stanford M. Bull., 
Feb., 1950), J. Forrestier, A. Certonciny, and F. 
Jacqueline of Aix-les-Bains, France, report that 
they have been trying out some copper salts with 
the idea that they might work as well as gold 
salts without the toxicity of the gold salts. 

They used two compounds—one cupralene 
which is an M’ (allylcuprothiourea) sedium 


benzoate and the other dicuprene which is a 
cupro-oxyquinoline-diethyl sulfonate. Not more 
than 15 or 20 doses were injected for a course. 
These salts were less toxic than the gold com- 
pounds now being used, and they were tolerated 
by some persons who could not stand the gold. 

Improvement came quickly and progressed 
steadily in 20 cases; it was slow in 14 cases and 
came late in one. Twelve of the patients seemed 
greatly improved and have remained so for two 
years. The sedimentation rate returned to normal 
in 13 of 15 patients. Fifty-one of the 59 patients 
treated experienced no ill effect attributable to 
the medication. Some had some malaise, nausea, 
and slight albuminuria. There was no sign of 
depression of bone marrow function. 

Doubtless some American physicians will want 
to check these observations. 


Spinal Anesthesia 


C. L. Hepert, C. E. Tetirick, and J. F. Ziemba 
reported (J.A.M.A., Feb. 25, 1950) the compli- 
cations they observed in 5,763 consecutive spinal 
anesthesias. In 5.7 per cent of cases the anes- 
thesia ran up higher than they wanted. In 11.2 
per cent the blood pressure fell a good deal. 
Some patients had nausea and vomiting, and 
later gastrointestinal disturbances. Interestingly, 
1.6 per cent suffered from respiratory compli- 
cations, possibly the result of atelectasis. There 


were 6.4 per cent who suffered from headache, 


some with very severe headache. Six patients had 
serious trouble with the cauda equina: 4 with 
sensory, and 2 with motor troubles. 

Two patients had an ulnar nerve palsy due 
probably to the pressure of an arm on a board. 
One per cent of the patients got a respiratory 
infection. Evidently spinal anesthesia does not 
rule out respiratory infections. There were 1.8 
per cent who complained a good deal of back- 
ache. Three per cent of the patients had trouble 
with urination for a few days. 


The authors saw no instance of severe neu- — 


rologic complication. One person had a unilateral 
foot drop which persisted for 3 weeks, another 
had weakness of one leg for sevéral days, and 
4 patients suffered transient pain or paresthesia 
in one leg. 

Serious neurologic sequelae were reported in 
5 cases out of 21,000 written up by Nicholson 
and Eversole. 


In the discussion of the paper by Hebert et 
al, Foster Kennedy of New York said that in 
5 years at Bellevue Hospital they had seen 30 
cases of serious paralysis following shortly after 
spinal anesthesia. Many of these represented 
horrible disasters. Kennedy believes that many of 
the milder neurologic complications are not seen 
by the surgeons or the anesthetists. Sometimes 
the patient doesn’t ever correlate his misery with 
his anesthetic. Some patients who suffer for 
weeks with pain and restlessness in the legs do 
not even mention it. 


Culdoscopy 


R. B. Dunn and D. C. Schweizer reported 
(North Carolina M. J., October, 1949) their 
experiences in 28 cases with the culdoscope. 
They believe it a good instrument. Its use is not 
difficult, and it may enable many patients to 
avoid an abdominal operation. There does not 
seem to be any danger about its use. It may be 
useful in throwing light on the causes of infer- 
tility. It is much like a peritoneoscope. With the 
patient in the knee-chest position, the abdominal 
organs fall away and one can examine uterus, 
tubes, and ovaries. 


Coronary Sclerosis in the Young 


Puysicians usually think of coronary sclerosis 
as a disease of a man past middle age, but dur- 
ing World War II medical officers were sur- 
prised to find soldiers under the age of 30 dying 
of definite coronary thrombosis, proved at nec- 
ropsy. 

O. Saphir and I. Gore (Arch. Path., April, 
1950) discussed the pathologic findings in the 
cases of 13 soldiers who died suddenly of severe 
coronary heart disease. In the same number of 
the journal S. Lindsey and I. L. Chaikoff told 
of lesions found in the coronary arteries of 
chickens. These lesions were confined to the 
media, and consisted of infiltration with lipids. 
In birds fed on cholesterol the doctors found le- 
sions of the intima. 

Interestingly, it has been shown that coronary 
disease is practically unknown in women less 
than 30 years of age and without a severe hy- 
pertension. A practical deduction from this is 
that it seldom does much good to get an electro- 
cardiogram made in the case of a young woman. 
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Sympathectomy and Hypertension 


Kennetu A. Evetyn, Fred Alexander, and S. R.’ 


Cooper made a splendid report (J.A.M.A., June 
18, 1949) of 13 years’ experience with sympa- 
thectomy at the Massachusetts General Hos- 
pital. A particularly fine feature of their study 
was the fact that they took many blood pressure 
readings both before and after the operation. In 
some studies only one reading was taken before 
the operation. This paucity of information tended 
to throw doubt on the conclusions. 

Evelyn’s patients were divided into groups. 
There were 35 who were operated on by the sub- 
diaphragmatic route during the years 1935 to 
1938. A second group was composed of 223 pa- 
tients who underwent sympathectomy of the 
Smithwick type between the years of 1939 and 
1946. In a third group of 34 patients the opera- 
tion was performed between 1946 and 1947. 
These patients were operated on by several tech- 
niques of a more extensive type than that used by 
Smithwick. 

Fortunately, 98 per cent of 219 surviving pa- 
tients could be traced and studied. The results 
indicated that at the end of 5 years the blood 
pressure had been reduced to normal in only 8 
per cent of the patients! Significant reductions 
had occurred in an additional 13 per cent. The 
results in the remaining 79 per cent were un- 
favorable since 52 per cent of these patients had 
blood pressures which were not significantly 
lower than the preoperative levels, and 27 per 
cent were dead. The study showed also that the 
results of the sympathectomy tended to become 
less favorable with increasing length of time 
following the operation. 

The only good thing that Evelyn and his col- 
leagues could say was that the few favorable 
results were so good that they would justify 
continued interest in the problem. Sometimes a 
patient should take the gamble. Unfortunately, 
as Doctor DeTakats said in the discussion, the 
operation can do a good deal of harm. He 
thought it useless to operate on patients who had 
a high degree of arteriosclerosis. He thought 
that sympathectomy should be considered only 
when a patient's diastolic pressure suddenly be- 
gins to climb rapidly. The idea then would be 
not necessarily to cure the hypertension, but to 
get an arrest or to prevent the coming of the 
malignant phase. 


At the Mayo Clinic, the men doing this work 
have little hope of modifying the progress of a 
malignant hypertension. In the discussion of 
Evelyn’s paper, Doctor Peet said he and his col- 
leagues had not seen any remarkable betterment 
in their final results when they had done a more 
extensive sympathectomy. 

Unfortunately the situation as regards the 
medical treatment of hypertension is still just 
about as bad. As yet there is no good drug to 
lower the pressure and no good drug to prolong 
life. 

Contracture of Oddi’s Sphincter 


Accorpinc to J. P. Trommald and D. B. Sea- 
brook (Western Journal of Surgery, Obstetrics 
and Gynecology, March, 1950), in persons past 
middle age there can be such a disease as fibrosis 
of the sphincter body which causes the opening 
in the papilla to contract down so that it will 
barely admit a pin. The patients were relieved 
by an operation in which the sphincter was cut. 


Stilbestrol and Pregnancy 


ENcouraGING RESULTS with the use of stilbes- 
trol to prevent fetal loss from complications dur- 
ing late pregnancy were recently reported by O. 
Watkins Smith and George Van S. Smith (New 
England Journal of Medicine, Oct. 13, 1949). 
They studied 180 pregnant women to whom stil- 
bestrol was given. There had been 383 pre- 
vious pregnancies among them, only 7.5 per 


-cent of which had been normal. Fifty per cent 


of the previous pregnancies had terminated in 
spontaneous abortion, and the other 78 per cent 
had been complicated by spontaneous premature 
delivery or unexplained toxemia or stillbirth. 
Some patients had diabetes, essential hyperten- 
sion, nephritis, or history of preeclampsia. 

The authors felt that fetal loss was reduced 
from 53 to 15 per cent by the giving of stilbes- 
trol. The incidence of spontaneous delivery prior 
to the thirty-seventh week was not reduced. 
However, fetal mortality from prematurity was 
less than half of that of the previous pregnancies. 
There was much less mortality of infants in cases 
in which the mothers suffered from hyperten- 
sion. The fetal loss from prematurity was re- 
duced from 72 to 18 per cent. The babies were 
unusually heavy for their gestational ages and 
this may have helped some of them to survive. 
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Poliomyelitis in Iceland 


WE RECENTLY had occasion to comment on 
some remarkably clear-cut observations on the 
epidemiology ot poliomyelitis that were made in 
the Arctic. Now another interesting article on 
the epidemiology of poliomyelitis in Iceland has 
been published (American Journal of Hygiene, 
Jan., 1950). There the problem is simplified be- 


cause one is dealing with conditions in a small . 


island on which human contacts can often be 
well identified. There are also very few animals 
which might serve as carriers. 

Interestingly, out of 5 epidemics, 3 had their 
peak in September, but one had a peak in July 
and another had a peak stretching from October 
to January. The relatively few cases reported in 
nonepidemic years were distributed at random 
throughout the 12 months. 

In Iceland, as in the Arctic, the introduction 
of the disease into a previously uninfected dis- 
trict has frequently been associated with the ar- 
rival of one or more persons coming from an in- 
fected district. Again in Iceland, as in the Arctic, 
apparently healthy persons were the ones re- 
sponsible for starting an epidemic. They are 
more likely to be responsible than are sick people 
because they can travel about; those who are ill 
are likely to stay at home. 

There was never any reason to suspect con- 
tamination of milk or water. There was no evi- 
dence to suggest that flies had anything to do 
with the epidemics. What few flies there are, 
generally appear in May; they tend to go in 
September and they are gone after October. Dr. 
J. Sigurjonsson concluded that Musca domestica 
must be exonerated as a vector at least during 
the severe winter epidemic of 1924. 

In a recent epidemic many of the patients 
were adults. They probably were persons who 
had escaped infection in the previous epidemics. 


Little Strokes 


In 1946, Alvarez published in the first volume 
of Geriatrics his article on the little strokes that 
so commonly go unrecognized, and which grad- 
ually kill so many people, often over the course 
of 15 or 30 years. 

Recently Louis Goodman described (Archives 
of Neurology and Psychiatry, Oct., 1949) 6 cases 
of this disease, together with necropsy findings. 


In one of the cases the first stroke came at the 
age of 23! The average span of life after the on- 
set of symptoms was 11 years, but one patient 
lived for 31 years after his first strokelet. Most 
of the patients had hypertension. The average 
age at onset of the symptoms was 40 years. The 
basic lesion was usually a progressive sclerotic 
degenerative change in the arterioles. Because 
the disease is in the arterioles, the thromboses 
often destroy only small areas of the brain. Un- 
fortunately, with the years, the areas destroyed 
keep adding up. 


Kidneys After Splanchnicotomy 


A. Ian L. Martianp reported (London Lancet, 
July 1, 1950) studies of 7 cases of hypertension 
in which a splanchnicotomy was done. In one 
case the renal function diminished in proportion 
to the fall in blood pressure. In another case no 
change was noted, and in the others there was 
an apparent improvement in renal function. 


Chronic Lipoid Nephrosis 


SEvERAL cases of lipoid nephrosis are reported 
briefly by Ralph Major (Am. Pract., July, 1950). 
A striking feature is the hypercholesteremia 
which suggests that the disease is intimately 
linked with a disturbance in the metabolism of 
cholesterol. In one of the cases it was noteworthy 
that periods when hypercholesteremia was great- 
est coincided with the appearance of severe 
edema, heavy albuminuria, and a low-blood pro- 
tein titer. 

Major reported that in this disease he has ob- 
tained the best results with a high carbohydrate 
and high protein diet, with diuretics and trans- 
fusions when indicated. In the past some men 
have advocated the use of thyroid substance, but 
Major saw no striking results from its use. 

An important point is that these people can 
live on and on, and they can apparently recover 
completely from the edema, the albuminuria, 
and all the other signs of the disease. 

It will be remembered that years ago Thomas 
Addis pointed out that these patients should not 
be deprived of protein because they are losing 
such large amounts of it in the urine. To deprive 
them of protein is to lower still further the 
amount of protein in the blood, and this means 
more edema. 
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Achondroplasia 


Q@. | have a child 5 years of age who has been 
diagnosed by x-ray on two occasions as having 
chondrodystrophy, probably of the achondroplastic 
type. The family has always been told that there is 
no known treatment for this condition but recently 
1 have read articles suggesting the use of anterior 
pituitary hormone by mouth. Should this be tried? 

A. No. There is no good evidence that an- 
terior pituitary substance is useful when taken 
by mouth, and moreover, no one has ever shown 
that there is any treatment for achondroplasia. 

It is interesting to note here that in Denmark 
Ernst T. Morch studied 86 achondroplastic 
dwarfs and studied the records of 22 more who 
had recently died. He studied the genetics of 98 
families in which such dwarfs had appeared. In 
the familial cases there was a typical dominant 
inheritance. In isolated cases there was a domi- 
nant mutation which apparently, in all cases, in- 
volved one and the same gene. 

The normal-appearing mothers and fathers of 
these dwarfs tended to be older than the average 
for mothers and fathers in Denmark. The 
achrondoplastic infant tends to be a late arrival 
in the family after the parents are middle-aged. 


Meniere’s Disease 


@. | have a patient with dizziness, apparently due 
to Meniere's disease. Now an aurist says it is not 
Meniere’s syndrome. What is the syndrome of Me- 
niere’s disease? 

A. According to David D. DeWeese, writing 
in the ].A.M.A. for February 25, 1950, in order 
to diagnose Meniere’s syndrome due to hydrops 
of the labyrinth, the patient should have par- 
oxysmal attacks of whirling vertigo usually with 
an abrupt onset, and almost always accompanied 
by nausea and vomiting. The attack should last 
for hours but not days. There should be com- 
plete freedom from vertigo between the attacks. 

There must be an accompanying perceptive 
loss of hearing, frequently fluctuating but almost 


© October,.1950 


always progressive and usually more severe in 
one ear. There must be tinnitus, frequently 
fluctuating. The loss of hearing is often a flat, 
low-tone perceptive loss, and the caloric reaction 
to douching the ears is typically hypoactive on 
both sides, although not necessarily equal. 


Psoriasis 
Q. What is the kest treatment today for psoriasis? 


A. One of the best treatments probably is that 
of Keim. He paints on the lesions undiluted 
liquor carbonis detergens 3 times weekly, each 
application being followed by exposure to ultra- 
violet light. One can use a mercury vapor lamp 
at a distance of 60 cm. The exposure time will 
depend on the patient's tolerance but it is well 
not to exceed 5 minutes at the start: When there 
is much scaling, a 3 per cent salicylic acid and 
5 per cent ammoniated mercury in a petroleum 
jelly base can be applied once a day between the 
other treatments. 

According to C. C. Ellis, W. E. Wooldridge, 
and R. S. Weiss, writing in the Journal of In- 


- vestigative Dermatology in 1948, this treatment 


worked very well and usually healed the lesions. 
In one group the results were good without the 
addition of ultraviolet light. The important fac- 
tor appears to be the liquor carbonis detergens. 


Hyperinsulinism 


Q. | have a patient who complains of transient dizzy 
spells and a fear of fainting. She is a migrainous 
person who gets sick headaches about once in six 
weeks. She is rather frail and nervous. She has been 
thoroughly examined and the only finding was a 
blood sugar of 75 mg. The internist diagnosed 
hyperinsulinism but in her spells, she does not re- 
spond to the giving of sugar. Often a cup of black 
coffee works well, or a tablet of aspirin. Relief will 
come if she will just lie down for a few minutes. Is 
there any further treatment | can try, and does the 
diagnosis appear to be correct? 


A. Today most diagnoses of hyperinsulinism 
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appear to be wrong. Often they are based on 
only one estimate of blood sugar, and as in this 
case, it is only a little below normal. A diagnosis 
should never be made on one borderline report. 
Several more tests should be made. Furthermore, 
it has been shown that the blood sugar has to 
drop to around 50 mg. before serious symptoms 
appear. Also, if the patient’s trouble were due to 
a low blood sugar, it would come often during 
the night or during the early morning hours, 
before breakfast, when the blood sugar level is 
at its lowest. The attacks should not be relieved 
by a little rest or aspirin or black coffee. In cases 
of true hyperinsulinism with a tumor of the pan- 
creas, someone often has to sit beside the patient 
at night to keep giving sugar when the patient 
begins to twitch. 

In cases like the one reported, the trouble is 
usually part of the migrainous syndrome, and 
there is no special treatment for it. A half of a 
tablet of Dramamine might help, especially on 
days when the patient is traveling or has to go 
out into crowds, or when she is very tired, or 
is menstruating. Sometimes a tablet of Bromural 
(Bilhuber-Knoll, 5 gr.) will quiet the nerves 
and will help a good deal. The big thing is to 
emphasize to the patient the fact that the dizzy 
spells are not serious and will not bring her to 


any bad end. 


Symptoms of Malignant Hypertension 


Q. I have a patient, a man of 38, whose blood pres- 
sure has suddenly shot up. His vision has failed and 
he is not able to work. What are the usual symp- 
toms of malignant hypertension? 

A. According to John E. Koepsell, J. F. 
Kuzma, and F. D. Murphy, writing in the Ar- 
chives of Internal Medicine for March, 1950, 
their 39 patients with malignant hypertension 
complained, in the order of frequency, of head- 
ache, shortness of breath, dizziness, disturbances 
of vision, loss of weight, weakness, nausea and 
vomiting, precordial pain, paralyses, abdominal 
pain, gross hematuria, syncope, and nose bleed. 

The disease is exceedingly malignant, often 
more so than cancer. At autopsy, severe arterio- 
sclerosis with the closing up of arterioles is found 
in the kidneys, heart, liver, spleen, pancreas, 
adrenal glands, and brain. 

At the Mayo Clinic, the surgeons have little 
hope that in these cases they can do any good 
with a sympathectomy, but Peet and Isberg 


stated that 31 out of 143 of their patients sur- 
vived 5 years after an operation. Perhaps their 
criteria for the diagnosis of malignant hyperten- 
sion were wider than those used at the Mayo 
Clinic, and they included many cases of what 
some persons would call type III. 


Pinworms 
Q. What on earth can one do to get rid of pinworms 
in children? | have a case in which | have given sev- 
eral courses of gentian violet without avail—what 
next? 

A. None of the available treatments are satis- 
factory, but since the pinworm is said to live 
only 60 days before being expelled out onto the 
perianal region, one suspects that when the in- 
festation lasts longer than this there has been 
reinfection in some way. Often what is needed 
is to treat all of the children in a household at 
the same time, and perhaps also the adults. One 
should examine microscopically swabs from the 
anal region of all the people in the house, look- 
ing for eggs. As in the case of scabies, it is use- 
less to cure only one member of the family. 

Usually the treatment advised is gentian vio- 
let, but another drug, tetrachloroethylene, has 
the advantage that often only a single dose is 
needed. The night before the treatment only a 
light supper should be taken without fatty food. 
In the morning no breakfast is given. The adult 
dose is 4 cc. mixed with a dose of magnesium 
sulfate in water. No food is taken then until the 
bowels move. According to Wright, this cures 
about half of the patients. 

Since the gravid female worms go to the peri- 


- anal region to lay their eggs, the patient ought 


to wear close fitting and tightly woven under- 
pants and these should be boiled every day. The 
bed sheets should be removed often and also 
boiled. The fingernails should be kept short and 
the hands should be washed frequently, especi- 
ally before meals and after the bowels move. 
Danniger (1949) advises that, for every night 
from 10 to 14 days, a cotton pledget saturated 
with an ointment be introduced halfway into 
the rectum so that it protrudes from the anal 
opening. With this the worms are prevented 
from wandering out. Next morning the pledget 
is full of the worms. He thinks further drug 
treatment then is unnecessary. All one has to do 
is to carry out this treatment for a couple of 
weeks until all the adult worms are dead. 


GP © Volume Il, Number 4 


ire 
3 


Business and bcknioma 


THE COLLECTION AGENCY RACKET 


BY FRED MERISH 


THERE are of course, legitimate collection agen- 
cies, to whom the physician may turn with con- 
fidence when his own collection efforts or de- 
linquent accounts prove fruitless. There are also, 
unfortunately, other organizations, little more 
than racketeers, who regard doctors’ accounts as 
their most lucrative source of business. They 
have complete disregard for ethical procedures, 
usually leave a trail of community ill-will toward 
the physician in their wake, and seldom return 
to him more than a fraction of the value of the 
accounts. 

There are no figures to show how much doc- 
tors lose each year by dealing with crooked col- 
lection agencies, but it must be plenty because 
they rate physicians as “Preferred” or “Class A” 
prospects. In fact, their salesmen get about 50 
per cent more commission for getting a doctor’s 
signature on a contract, with a list of his delin- 
quent accounts, than for inducing hardware 
dealers, oil companies, and other businesses to 
sign up. 

Even garages, which, in most states, may at- 
tach a car for an unpaid bill, are less desirable 
as prospects in the eyes of the collection agency 
masquerading as an “accounts purchasing cor- 
poration” or “discount company.” The inference 
here, of course, is that the garage man puts on 
more collection pressure, that his accounts have 
already been well worked over and those re- 
maining are tough to collect, even when a lien 
provides an additional spur to settlement. 

On the other hand, the doctor is likely to have 
confined his collection activities to a few polite 
reminder letters, which a certain type of debtor 
will ignore. This debtor will pay, however, when 
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pressure is applied. Knowing this, the collection 
racketeer is organized to apply such pressure and 
to collect plenty for it. These pressure outfits 
Cusually “long distance” collection agencies with 
“offices in principal cities,” according to their 
letterheads) through fraudulent practices or the 
verbal hocus-pocus of their salesmen are mulct- 
ing thousands of dollars every year from unsus- 
pecting prospects, among them many doctors, 
who turn over delinquent accounts after listening 
to the siren song of a smooth-spieling solicitor in- 
stead of carefully reading the contract. 

The operations of these racketeers vary in the 
nonessential details, but basically they are all 
the same. The salesman offers to buy the ac- 
counts on some sort of a purchasing plan, 
through which the doctor will receive a propor- 


' tionate percentage of their face value. About 


thirty days will be required to verify the ac- 
counts and to complete the purchase offer, so 
the salesman says. The contract seems to check 
with his statements, but trick wording obscures 
the intent. : 

Actually, it gives the agency control of the 
accounts for the thirty-day period, with privilege 
to “purchase” any or none. Once the contract 
is signed and the accounts turned over, ‘the doc- 
tor can hope for little more than a dole as his 
share of the collections. Usually he does not 
realize he has signed a collection contract until 
informed of the agency’s activities by the debtors 
who are being dunned. The salesman’s verbal 
promises to buy accounts for immediate cash 
are merely bait to ensnare the accounts and are 
not backed up by the printed contract. Often 
the real agreement is printed in pin-point type 


on the back of a sheet used for listing accounts 
or is given seeming unimportance by means of 
other camouflage. After the contract is signed, 
it is useless to demand settlement on the basis 
of the salesman’s promises because the agree- 
ment invariably harbors a clause refuting all 
representations not made therein. 

Examination of contracts used by the collec- 
tion racketeers shows that they are drawn on a 
heads-I-win-tails-you-lose basis, with the owner 
of the accounts on the short end. Service fees, 
docket fees, office filing, and attorney fees vary 
from fifty cents to $2 per account, whether col- 
lected or not, and may entirely eat up the equi- 
ties on part-payments collected, after agency 
commissions are deducted. 


Any Method for a Pound of Flesh 


A favorite and profitable trick is to collect in 
full and report payments on installments because 
installment payments received from the debtors 
rate a much higher commission. It costs more to 
collect an account in installments than if it is 
paid in full, and so, all collection agencies get a 
bigger cut on part payments. But the reliable 
ones report honestly. If they collect in full, they 
deduct the lesser commission, whereas the racket- 
eer charging 25 per cent when bills are paid in 
full with one payment, and 50 per cent on part 
payments, will invariably report all settlements 
as part payments, to get the higher commission. 

The assignment of accounts, which these con- 
tracts call for, divests the creditor of control for 
a year or more, and if accounts are withdrawn 
during that period, all commissions, which run 
from 25 to 50 per cent, are due the collection 
agency even though the doctor does his own col- 
lecting. Some collection racketeers make no at- 
tempt to collect at all, just list the names and 
wait. They urge their salesman to get as many 
recent accounts as possible, preferably around a 
year old, because they know that the law of 
averages will bring in 25 to 40 per cent of this 
money without effort. They can appropriate up 
to 50 per cent of these payments by merely main- 
taining an office and card file and notifying the 
debtors that the accounts are in their hands for 
collection. Every experienced collection execu- 
tive knows that a debtor will often ignore the 
dun of a business or professional man, but when 
notified by a collection agency or an attorney 


that an account is in hand for collection, he will 
settle at once, particularly if the account is fairly 
recent. This is why the collection racketeer tries 
to get his hands on delinquents that are not 
too old and why he pays his salesmen accord- 
ingly. The salesman’s commission may range 
from 7 to 33 per cent, depending upon the age 
of the accounts. Accounts older than six years 
are not usually wanted because the statute of 
limitations in most states will soon outlaw such 
debts. 

Usually the collection letters mailed are em- 
blazoned with the majesty of the law, threaten- 
ing court procedure with a listing printed on 
one side to inscribe the date of the sheriff's 
notice, name of court judge, court docket page, 
etc. Some gyps threaten to “Advertise accounts 
and judgments for sale in local newspapers.” 
We have seen such ads, although it may be that 
a debtor would have a good case if he took an 
agency to court for such publicity. 

The point we want to emphasize is that the 
racketeer collector not only charges exorbitant 
rates, but doesn’t give adequate collection serv- 
ice. He uses practically every method short of 
physical threat to get the money quickly, with- 
out concern for the good will of the debtors. A 
reliable agency operates ethically and cour- 
teously, because it is good business for the agency 
and its clients, be they physicians or feed dealers. 

On the other hand, if a debtor will not pay 
after reasonable persuasion through personal 
talks and letters, the reliable agency will take 
the case to court. But not the racketeer. Having 
used every drastic means to get the money with 
a few letters—some of them high-powered mis- 
siles that travel just outside the orbit of black- 
mail—he then forgets the matter, hangs on to 
the accounts for the period of the contract and 
gets his pound of flesh whether the money is 
paid direct to the doctor or straggles into the 
agency coffers. He knows that a profitable per- 
centage of debtors will pay up through fear of 
court proceedings and the attendant disclosure 
in their community, and he trades solely on this 
psychology. For that reason, many “border line” 
agencies will accept accounts only from smaller 
towns where the debtor is known to the whole 
community. 

A variation of the purchase plan makes use of 
a refund check. Displaying to the doctor a series 
of form letters and notices, the salesman guar- 
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antees that, used according to instructions, it 
will collect a certain amount. If not, he says, 
the guarantee check may be deposited after a 
stipulated date and the money refunded. But 
the check is so worded that the bank can’t cash 
it until the collection agency has O. K.'d it— 
and there are innumerable reasons for refusing 
authorization. 

Some collection racketeers provide stickers or 
forms, stating that if an account is not paid in 
ten days, it will be turned over to them for col- 
lection. The owner of the accounts attaches this 
message to a delinquent’s statement, mails it out 
at his own expense—and the collection agency 
gets a substantial cut for doing practically noth- 
ing. They do nothing with the accounts that are 
not paid and are subsequently turned over to 
them by the physician, because they have al- 
ready cashed in handsomely on a few printed 
forms. It isn’t unusual for an announcement of 
this kind to bring up to 50 per cent returns. 
Creditmen say that the average is about 30 per 
cent. The collection agency banks on this law 
of averages. 

Many complaints have been received by Bet- 
ter Business Bureaus, Chambers of Commerce, 
business publications, trade associations, legiti- 
mate credit bureaus and attorneys—but it seems 
that these racketeers live up to their printed 
contracts. Their salesmen do the legerdemain, 
obviously with the agency’s connivance. These 
glib-tongued, high-pressure men get a rake-off 
on the accounts they turn in, either a commis- 
sion or so much for each account, plus a bonus 
up to 40 per cent of the profits on their busi- 
ness after collection expenses have been de- 
ducted. Consequently they will promise prac- 
tically anything to get your signature to the con- 
tract and a list of your not-too-old delinquents 
in their pockets. 

Incidentally, this is an important thing to 


bear in mind in your own collection activities. 
Don’t let your accounts grow hoary with age 
before taking aggressive action. 

Telling you what not to do is only half the 
story, so we offer these suggestions on how to 
select a reliable agency and deal with it. 


1. Give preference to a local agency. It must 
play fair to survive. The accounts purchasing 
company with “offices in principal cities” goes 
after business nation-wide and need not worry 
about keeping the good will of those from whom 
it solicits accounts. 

2. Select an agency employing collectors as 
well as the mails. In many cases, personal con- 
tact is necessary. 

3. Do not use an agency employing high-pres- 
sure collection methods. Most local agencies try 
to get the money without endangering good will. 

4. Reliable agencies are in every territory. 
Consult the local Chamber of Commerce, Bet- 
ter Business Bureau, telephone or city direc- 
tories. Sometimes the Chamber of Commerce 
operates a credit and collection agency. 

5. Sign no papers giving an agency title to 
your accounts. Legitimate agencies accept ac- 
counts with no strings to them. You can take 
back your accounts any time. 

6. Before turning over accounts, ask for a 
rate card. Reliable agencies supply them on re- 
quest. This protects you against over-charges. 

7. Demand monthly remittances or reports of 
collection progress. Keep a record of all accounts 


‘turned over. Ask the agency to sign for them. 


8. The older the accounts, the harder to col- 
lect, so de not hold them too long. 

As a professional man, you inevitably include 
a certain amount of philanthropy in your prac- 
tice—which is as it should be. But that philan- 
thropy need not include the agency which col- 
lects your delinquent accounts. 


Gost of Can Be Reduced 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something about 
it. The Hoover Commission found, for example, that: 

It costs your government $10 to process an order for a 50-cent typewriter ribbon. 
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TRENDS AND EVENTS IN THE NATION’S CAPITOL 


The Status of National Health Legislation 


Boru qualitatively and quantitatively, national 
health legislation which will be brought before 
the next session of Congress is dependent upon 
the American electorate and the choices it will 
make for House and Senate in the weeks ahead. 
This fact stands out in especially sharp relief 
because not only must all 28 members of the 
House Interstate and Foreign Commerce Com- 
mittee stand for re-election in November but 
8 of the 13 members of Senate Labor and Public 
Welfare Committee as well. 

Since virtually all health legislation of na- 
tional consequence is handled by these two com- 
mittees, the significance of this prospective turn- 
over in membership is apparent. Should the Re- 
publicans triumph at the polls and win control 
of Congress, there can be no doubt that the Ad- 
ministration’s movements toward compulsory 
health insurance and other Fair Deal health re- 
forms will be arrested. On the other hand, even 
a Democratic victory will not necessarily have 
the opposite effect unless—and this is quite un- 
likely—something in the order of a popular man- 
date to enact “progressive” health legislation 
arises from the electorate. 

The improbability of the latter derives from 
the fact that international, rather than domestic, 
issues are expected to be uppermost when bal- 
lots are cast in November. Until the war in 
Korea broke out, most of the Senators and Rep- 
resentatives were building re-election campaign 
strategy around domestic questions which com- 
prised a Big Three—the Brannan farm plan, 
Taft-Hartley labor law repeal, and “socialized 
medicine.” Today, as important as these issues 
are, they are subordinated to such transcendent 
matters as strengthening of our armed forces, 
civilian defense, and foreign aid. 

All of which brings us back to the importance 
of those two Congressional committees men- 
tioned above. For it should be kept in mind that, 
whether Republicans or Democrats gain control 
or even regardless of the turn of international 
affairs, a large measure of bills relating to medi- 


cal care, financial support of medical education, 
and expansion of the country’s local public 
health departments may be anticipated in 1951. 
And whether these bills are enacted, and in 
what form, will depend in large degree upon the 
complexions of those House and Senate com- 
mittees. 

Take Senate Labor and Public Welfare. Only 
five of its members do not have to run for re- 
election this fall. They are Murray (Mont.), 
Neely CW. Va.), Douglas CIll.) and Humphrey 
(Minn.), all Democrats, and one Republican, 
Smith (N. J.). The committee chairman, 
Thomas (Utah), and fellow Democrats Hill 
(Ala.) and Lehman (N. Y.) face opposition for 
re-election, as do the Republicans Taft (Ohio), 
Aiken (Vt.), Morse (Oreg.) and Donnell 
(Mo.). As for Senator Pepper (Fla.), his de- 
feat in the Democratic primary election means 
that his seat will be taken by George A. Smath- 
ers, who is now a member of the House. It does 
not necessarily follow that Smathers will be ap- 
pointed to the Labor and Public Welfare Com- 
mittee. If he is, it will mean one additional com- 
mittee vote against national health insurance. 

With reference to the House Interstate and 
Foreign Commerce Committee, re-election con- 
tests are in store for such supporters of national 
health insurance as Biemiller (Wis. and Klein 
(N.Y.) and such opponents as O’Hara (Minn. ), 
Ellsworth (Oreg.), and Scott (Pa.). This is the 
committee which, in 1950, blocked a number of 
health bills after they had passed the Senate, due 
to opposition registered by American Medical 
Association. Chief among these measures were 
financial support of medical schools and Federal 
support of school health services. When the 
82nd Congress is organized in January and the 
Interstate committee re-formed, a membership 
having more Biemillers and Kleins—or even 
more middle-of-the-roaders like Priest (Tenn.), 
Keogh (N. Y.), and McGuire (Conn.)—is cer- 
tain to presage more positive action on health 
legislation than was the case in 1949-50. 
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Rusk Committee Gets Busy 


In the meantime Washington is preoccupied, 
medically speaking, with administration of the 
new doctor-draft law, strengthening of medical 
fortifications in the civilian defense program and, 
in general, orientation of the huge Federal 
health and hospital establishment in a direction 
most conducive to the over-all defense effort. 

Since last month’s issue of GP, the medical 
advisory committee to National Security Re- 
sources Board has been appointed and its rec- 
ommendations will be soon forthcoming. With 
Dr. Howard A. Rusk of New York as chairman, 
its members are Dr. James C. Sargent, Milwau- 
kee; Dr. Harold S. Diehl, Minneapolis; Dr. Leo 
J. Schoeny, New Orleans; Dr. William P. Shep- 
ard, San Francisco; Dr. John Pastore, New York; 
David M. Heyman, New York, and Mrs. Ruth 
Kuehn, Pittsburgh. Medicine is represented by 
Doctors Rusk, Sargent, and Diehl; dentistry by 
Doctor Schoeny; public health by Doctor Shep- 
ard; nursing by Mrs. Kuehn; hospitals by Doctor 
Pastore and the laity by Mr. Heyman, who is 
chairman of the board of the Health Insurance 
Plan of Greater New York. 

It is altogether probable that by the time this 
appears in print, the National Security Re- 
sources Board will have taken action on one or 
more recommendations by the Rusk committee. 
Since its scope is virtually unlimited, these rec- 
ommendations may deal with anything from ap- 
portionment of physicians among the civilian 


population to institution of controls on purchase 
of critical drugs and biologicals. 

What started out in midsummer as a formid- 
able campaign by an influential Congressman to 
make Army, Navy, and Air Force responsible for 
medical and hospital care for servicemen’s de- 
pendents fizzled out by early September, when 
it became evident that military doctors would 
have their hands full administering to active 
duty personnel. 

Public hearings were held on the bill, H.R. 
9500, sponsored by Rep. L. Mendel Rivers 
(Democrat, South Carolina). But soon after- 
ward, the bill was quietly pigeonholed by House 
Armed Services Committee. Of course, depend- 
ents may continue to «eceive both outpatient 
and inpatient care subject to availability of doc- 
tors and hospital beds. The Rivers bill, how- 
ever, which was strenuously opposed by Ameri- 
can Medical Association and Department of De- 
fense, would have made it almost mandatory for 
military medical services to furnish such care 
upon demand. 

Military hospitals are crowding up to the point 
where Veterans Administration has been noti- 
fied that, at least for time being, it can no longer 
use their beds for overflow cases. ‘Consequently 
the census in veterans hospitals will rise and this 
fact, combined with VA’s increasing difficulties 
in professional staffing, may well lead to re- 
appraisal of present policies which permit free 
hospitalization and medical care for nonservice- 
connected disabilities. 


ia 

“It’s the very latest wonder drug—has been for over ae ae 


Collecting shaving mugs 
is the hobby of lI. 
Phillips Frohman, M.D. 
As seen in the close-ups 
above, the former own- 
ers liked fine detail 
and pictures that por- 
trayed their occupations. 


When the editors of GP first put out their request for papers on favorite hobbies, several gen- 
eral practitioners responded immediately with letters describing their unusual and interesting 
avocations. The hobbies explained in the two articles published here show what a variety of 
pastimes occupies the attention of our family physicians. Doctor Matlin tells us that his interest 
in tropical fish is valuable both as a hobby and as a means of occupational therapy for his pa- 
tients; while Doctor Frohman’s collection of shaving mugs was started as the result of pleasant 
childhood memories and an interest in the history of people and antiques. 

We shall welcome more letters from other readers who have entertaining hobbies. Some of 
them, we know, have collections which are unique and often quite rare; others have found 
fascination in variety. Whatever your hobby is. share your interest in it with other general 
practitioners. You'll find that it is fun to write about the way you spend your “After Hours.” 


MUGGING FOR FUN 


BY I. PHILLIPS FROHMAN, M.D., Washington, D. C. 


I srarTEeD my hobby quite by accident. When I 
found the two shaving mugs that began my col- 
lection, | was poking about in the attic of an old 
farm house. I was not looking for mugs; in fact, 
my “antique hunt” was not directed toward any 
specific type of object. In the course of a rather 
aimless search, I came across two dust-coated 
cups. After wiping off enough dirt to make the 
designs visible, I recognized these as samples of 
the old-fashioned shaving mug that had been so 
familiar to me in my childhood trips to the 
barber shop. I still remember the fascination 
with which I gazed at the rack-fulls of these 
cups, as I was lifted onto a board across the arms 
of the barber's chair, for a hair trimming. Such 
nostalgic recollections prompted me to buy the 
newly-found mugs. 

It wasn’t long before I learned that my two 
purchases belonged to a type of shaving mug 
that was rapidly becoming extinct . . . or at least, 
going out of use. The so-called “Occupational” 
mugs, I found, were not only rare, but also ex- 
pensive to acquire. 

Most of the old time mugs were made in 
Europe, many of them of fine Limoges, Dresden, 
or Bavarian china. These were shipped to this 


GP @ October, 1950 


country to be decorated to the order of the 
barber’s client. Mugs beautifully painted with 
flowers, birds, animals, and scenic panoramas 
were used in England and Europe, but it was 
only in the United States that a picture depic- 
ting the owner's trade, profession, sport, or hobby 
was used as ornamentation. Thus the Occupa- 
tional Shaving Mug is as American as the hot 
dog or apple pie! 

Among collections of decorated shaving mugs, 
the Occupational variety is the most prized. At 
the turn of the century, men evidently took 
great pride in these bits of china. The cups were 
embellished with careful art work, gold decora- 
tion, and usually the owner's name spelled out 
in large gold letters. Because the man and his 
trade or profession were thoroughly welded in 
those days, and because the badge of each occu- 
pation was worn with pride, it seemed natural 
that the barber's client would want an example 
of his work on his own mug. Therefore, a car- 
riage-maker would have a carriage painted on his 
shaving mug, while a blacksmith would be de- 
picted shoeing a horse. Some men preferred to 
have their mugs decorated with a scene showing 
their favorite sport, or the emblem of their fra- 


ternal order. One of the mugs ir my collection 
shows an early example of the «ining car type 
of lunchroom; another shows a_ horse-drawn 
water sprinkler at work. On another. mug is a 
picture of a horse-drawn beer wagon with kegs 
stacked high, and on another, a fancily harnessed 
horse is pictured. 

The most sought after mugs are those deco- 
rated with pictures of trades or of vehicles that 
are almost extinct. For my own collection, I am 
particularly interested in mugs showing horse- 
drawn vehicles. For the next additions, I am 
looking for a mug with a picture of a horse-and- 
buggy doctor, and one that has on it a trotting 
horse with sulky and driver. 

I keep my mugs in one of their original 
holders. These old barber shop racks are as rare 
today as the mugs which they once held. When 
I found it, the wood of mine was coated with 
many layers of dark varnish, through which 
some of the clients’ names were still visible un- 
der each compartment. The names were lost 


A TROPICAL FISH TALE 


when the piece was refinished, but the beauty 
of the old walnut and the restrained hand-carved 
detail were restored. 

My rack-full of shaving mugs represents a con- 
siderable investment in both time and money. 
While the first two mugs, the ones from the old 
farm house, were fairly inexpensive at $3.00 
apiece, the others have cost from $15.00 to 
$45.00 each. Now I have reached the stage 
where I improve my collection by trading mugs 
with other collectors. Much of the fun of having 
a hobby comes from the interesting acquaint- 
ances and new friends whom one meets. Corre- 
spondence comes to me from all parts of the ~ 
country, and even from Mexico and Canada, 
from strangers who have heard of my collection 
and wish to help it along, or to see if I can help 
them locate a particular mug they seek. Con- 
stantly meeting new situations, I find that even 
after ten years of collecting my shaving mugs, 
it is as exciting as ever to open a package con- 
taining a new piece for my growing collection. 


BY EDWIN MATLIN, M.D., Mt. Holly Springs, Pennsylvania 


ABour FIVE YEARS AGO, I first became interested 
in tropical fish as a hobby. After five years this 
is the one avocation that has sustained my inter- 
est for the entire period. It has been not only 
my hobby, but has also served as a form of occu- 
pational therapy which I have recommended to 
many of my patients. By starting them off with 
a pair of guppies in a large cookie jar, I have 
found that these patients and their friends were 
interested in the purchase of supplies, as well 
as fish. Now I find my hobby paying for itself. 
In trying to analyze the fact that I have re- 
mained interested in one hobby for five years, 
I came to some unusual conclusions which may 
be of interest to you. 

First and foremost, it is a hobby that can be 
indulged in all year ‘round. In the summer, a 
pond or a large tank can be filled and the out- 
door life can be enjoyed. In the Winter, with 
several small tanks, the diversion may be moved 


indoors, and the surplus fish disposed of in any — 


way desired, preferably not by swallowing them. 
With practically any other hobby, the equip- 


ment must constantly be taken out, cleaned or 


oiled; and then, if one is interrupted, one is at 
wit’s end as to what to do next. However, with 
tropical fish, there are very few things that can- 
not be stopped, almost at once. The project can 
wait until the next opportune moment, an im- 
portant factor in a doctor's spare time. 

As with any other hobby, you can invest as 
much or as little money as you desire. One 
youngster I know started with a pair of guppies; 
he now has hundreds that he plays with and 
gives away. Another patient is a true dilettante. 
He has a dozen Neons, a fish so lovely as to 
defy photographic description, in a five-gallon 
container, beautifully planted, with motor, filter, 
and so forth, and all he does is look at them. 
The feeding is left to his wife. When a fish dies, 
he replaces it without a thought as to price. 

In my office, I have two tanks which I made 
myself. One, 12 x 36 x 18 inches high, holds 
about 35 gallons of water. The cost was prac- 
tically negligible since I paid three dollars for 
the %4-inch plate for the sides at'a junk dealer's. 
But this cracked when used for the bottom, and 
I was forced to purchase a new %-inch plate, 
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which cost twenty dollars. The final amount was 
greater than if I had bought a tank, but, even 
so, the satisfaction 1 get when patients compli- 
ment me is well worth the money. 

The spending of money for hobbies is dictated 
by a sense of values. To those who inquire about 
the cost of tropical fish, I cite some very simple 
statistics. If a man and wife go out on a Satur- 
day night—let us say to the movies—the over-all 
expense is approximately three dollars. Then, 
there may be an additional cost.for a baby sitter 
or perhaps something to eat after the show. 

If a fraction of this money that is spent for 
weekly Saturday evening entertainment were in- 
vested in either fish or accessories, it would, in a 
short time, result in all that a hobbiest may desire. 

You may say—and it has been said to me— 
“When you finally have your fish, what have 
you? How can you be interested in parasites, 
even if they are beautiful ones?” My answer is 
that tropical fish are more than parasites. They 
come in all sizes, shapes, and characters. Yes, I 
said characters, because in any given tank, there 
is a bully and a coward; there are some that are 
playful, and some that are placid. Fish make 
ideal pets, because they never have to be taken 
out at night for a walk, never soil the house, 
and never make noise. They offer true beauty in 
form and color, and can be left for weeks with- 
out food. With tropical fish, there is never the 
nuisance of changing water, as with goldfish. 
Therefore, there is no work involved for the 
collector or patient. The water never becomes 
foul, since their demands for food and oxygen 


are very small and are easily satisfied. 
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Tropical fish are interesting from a breeding 
standpoint alone. Some fish, “the live bearers,” 
have their young alive, as humans do, having 
anywhere from five to two hundred at a time. 
So, in a small container, it is possible to teach 
youngsters the facts of life, and, perhaps to gain 
a few pointers oneself, as one watches the indif- 
ference of the female as the male flourishes his 
tail or spreads his fins in colorful courtship. 
Others, known as “the egg-layers,” vary in habit 
from scattering their eggs haphazardly, to blow- 
ing a nest of bubbles on top of the water, and 
placing each egg carefully within a bubble. 

Or, if you prefer, there are “mouthbreeders,” 
in which the male or female, depending on the 
species, carries the eggs and the young in its 
mouth until the young are able to shift for 
themselves. So, no matter what your taste or in- 
clination, there is always some new specie, with 
different habits, that can occupy your idle hours. 

For the bedridden or semi-invalid, this hobby 
offers an endless variety of beauty and setting, 
depending on your decorative ability. For the 
hospital patient, it is customary to send five or 
ten dollars worth of flowers which die in a few 
days. For the same amount, it is possible to send 
a small tank with several pairs of fish, which 
will offer and create interest long after the 
patient has gone home. 

For the women who desire something living 
in the house, and who find they do not have a 
“green thumb,” I offer tropical fish. Yes, I offer 
a hobby which is instructive, creative, challeng- 


- ing, and one which can fit all pocketbooks, all 


spaces, and all artistic hearts. 


Neu Mosley 


A limited number of each of these titles was secured from the English publishers 
because of their general excellence—and because of the deft style which dis- 
tinguishes each of the books listed. 


POSTGRADUATE OBSTETRICS AND GYNAECOLOGY 


Beginning with anatomy and physiology of the female organs, the author 
describes abnormalities; discusses infections and diseases; difficulties in pregnancy; 
and in great detail presents valid and important information on every phase of 
this vital subject on a strictly clinical level. 

By F. J. BROWNE, D.Sc., M.D., F.R.C.S., F.R.C.O.G. 
Professor Emeritus of Obstetrics and Gynaecology, University of London; 


Consultant Obstetrics Surgeon, University College Hospital. 760 pages, 
150 illustrations. $10.00. 


DISEASES OF INFANCY AND CHILDHOOD—Fifth Edition 
Covers diseases in childhood and infancy not merely as to diagnosis and treat- 
ment—but against the proper perspective background of etiology and pathology. 
Includes rare as well as all the common diseases. 
By WILFRID SHELDON, M.D. (Lond.) F.R.C.P. (Lond.) 
Physician for Diseases of Children, King’s College Hospital; Physician 
to Out-Patients, The Hospital for Sick Children, Great Ormond Street; 


Consulting Pediatrician to the London County Council. 775 pages, 161 
illustrations. $8.50. 


MEDICINE—Essentials for Practitioners and Students—Fifth Edition 


An excellent presentation of the essentials of disease for the general practi- 

2 tioner, with emphasis on clinical findings. 

By G. E. BEAUMONT, M.A., D.M. (Oxon.), F.R.C.P., D.P.H. CLond.) 
Physician to the Middlesex Hospital; Physician to the Hospital for Con- 
sumption and Diseases of the Chest, Brompton; Lecturer in Medicine, 
Middlesex Hospital Medical School, etc., etc. 881 pages, 71 illustra- 
tions. $9.00. 


MAJOR SYMPTOMS IN CLINICAL MEDICINE—Volume | (Vol. Il to come later) 


The anatomical and physiological aspects of symptoms—the mechanism, sig- 
nificance and mode of investigation— are emphasized in this new book, thus saving 
the practitioner the necessity of consulting a large number of books. 


By JOHN ALMEYDA, M.R.C.P., D.P.H. CLond.), M.R.C.S. CEng.), Senior 
Registrar, Royal Chest Hospital, London; Industrial Medical Advisor, 
Late Clinical Assistant, Royal Northern Hospital, London. 378 pages, 
198 illustrations (10 in color). $7.50. 


THE C. V. MOSBY COMPANY G-P—10-50 
3207 Washington Bivd., St. Louis 3, Mo. 


Please send me: 

C Pestgraduate Obstetrics and Gynaecology $10.00 [| MEDICINE (Beaumont) Fifth Ed. $9.00 

(C Diseases of Infancy and Childhood—Fifth Ed. $8.50 [|] Major Symptoms in Clinical Medicine Vol. 1 $7.50 


[_] Enclosed find check. [-] Charge my account. 


| Name. 
| Address. 
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Lhe Practitioners Bookshelf 


Science and Art of Joint Manipulation. By James 
Mennell. Price, 1 pound, 4 shillings ($3.36). J. &. 
A. Churchill, London, 1949. 

Every thoughtful physician must wonder at 
times why practitioners who specialize in the 
manipulation of joints sometimes get good re- 
sults. Some may wonder what trained orthoped- 
ists are doing in this field. All: such wonderers 
will be interested in the second edition of this 
book by James Mennell. The first volume is on 
the extremities. 

Mennell has evidently studied the problem of 
manipulation very carefully. He gives many il- 
lustrations as to how the joints can be manipu- 
lated, and many physicians may feel inclined to 
follow in his steps. His explanations as to just 
why the joints should be manipulated or what 
is done to them when they are manipulated is 
not so clear, and not all doctors will agree with 
him in what he says. 


Operations of General Surgery. By Thomas G. Orr, 
M.D. Pp. 890. Price, $13.50. W. B. Saunders Com- 
pany, Philadelphia, 1949. 

This book will be very attractive to many gen- 
eral practitioners who do some surgery because 
the text is most helpful and the English is easy 
to read. A particularly valuable feature of the 
book is the author’s tendency to mention the 
dangers of a particular operation and the safe- 
guards which should hedge it about. This is a 


handy one-volume surgery. 


Sex Without Fear. By S. A. Lewin, M.D., and John 
Gilmore. Pp. 121. Lear Publishers, New York, 1950. 
This is a very attractive little book for the help 

of young people who are getting married. Lewin 

is the author of Health and Hygiene and was 
formerly chief of the Bureau of Preventable Dis- 
eases in the Borough of Richmond, New York. 

He was a former field director of a syphilis detec- 


tion survey. John Gilmore is a fine medical artist 
and he has illustrated the book very well. 

In short, this appears to be one of the very 
best books that the reviewer has seen on the sub- 
ject, and many physicians might well recom- 
mend it to their patients. 


Modern Surgical Technic. By Max Thorek, M.D. 
Pp. 711; 713-1567; 1569-2472; 2473-3170. Price, 
$72.00. 2nd Ed. 4.Vols. J. B. Lippincott Co., Phil- 
adelphia, 1949. 


The first edition of the book was reprinted 
eleven times, and it was translated into other 
languages. It represents a remarkable accom- 
plishment of one able man. It shows what a man 
can do even when he is staggering under a tre- 
mendous practice. Most physicians probably 
would prefer a book like this that is written by 
one man and which represents his own large 
experience. Many men of course will disagree 
with him on various points, but that is as it 


should be in this world. 


Recent Progress in Hormone Research: The Proceed- 
ings of the Laurentian Hormone Conference. Vol. 
IV. Edited by Gregory Pincus. Pp. 529. Price, $8.80. 
Academic Press, Inc., New York, 1949. 


This is a valuable volume, useful mainly to 
serious students of the hormones. The individual 
papers are excellent, and particularly valuable 
are the lengthy discussions which follow each 
formal paper. 


Fertility in Marriage: A Guide for the Childless. By 
Louis Portnoy, M.D., and Jules Saltman. Pp. 250. 
Price, $3.00. Farrar, Straus and Company, New 
York, 1950. 


This book, written for the guidance of chil- 
less couples, is most attractive. That it is authori- 


tative would appear to be assured by the fact 
that Dr. Abraham Stone and Dr. I. C. Rubin 
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The New 1950 Year Book of Medicine 


First Volume of 50th Anniversary Series 


These Anniversary Features 
highlight the finest series of 
Year Books ever published. 


Special, not - to - be - missed articles 
and progress-summaries by the edi- 
tors and other authorities. 

e 
New and improved format. 

Rich, new and modernly styled 
bindings. 


Greater utility—more readable— 
more useful—more than ever the 
books of choice for doctors seeking 
the quickest, most economical 
means of keeping abreast of the 
new things in medicine, surgery 
and the specialties. 


819 Pages—136 Illustrations 
Only $5.00, Postpaid 


ust off press and including special anniversary features, 

the New 1950 Year Book of Medicine is ready to bring 
you the working facts of every significant new develop- 
ment in internal medicine as reported in the international 
journal literature. Ask for your approval copy today. 
Edited by Beeson, Amberson, Castle, Harrison & Euster- 
man. 819 pages, 136 illustrations. $5.00. 


Reserve your examination copies of any or all of the Year 
Book Series—no obligation. 


Poncher’s Year Book of Pediatrics—$5.00 
Hodges, Holt, Lampe, & Mac Intyre’s Year Book of 
Radiology—$6.75 
Graham's Year Book of Surgery—$5.00 
Greenhill’s Year Book of Obstetrics & Gynecology—$5.00 
Beckman’s Year Book of Drug Therapy—$5.00 
Vail & Crowe's Year Book of Eye, 
Ear, Nose & Throat—$5.00 
Scott’s Year Book of Urology—$5.00 
Mackay, Lewis & Bailey’s Year Book of 
Neurology, Psychiatry & Neurosurgery—$5.00 
Compere’s Year Book of Orthopedics & 
Traumatic Surgery—$5.00 
Sulzberger & Baer’s Year Book of Dermatology 
& Syphilology—$5.00 
Karsner & Sanford’s Year Book of Pathology 
& Clinical Pathology—$5.00 
Thompson’s Year Book of Endocrinology—$5.00 
Krusen & Rusk’s Year Book of 
Physical Medicine & Rehabilitation—$5.00 


(Books will be shipped as published and in above order) 


33-7 


The Year Book Publishers, Inc., 200 East Illinois Street, Chicago 11, Ill. 


Please send me the following books, postpaid, for 10 days’ free examination. 
CO New 1950 Year Book of Medicie...0.2.............cccecccccccccceececcesseccesecesceesseeaeenaes $5.00 
Also send on publication. 
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read the manuscript and gave the authors the 
benefit of their knowledge and experience. The 
authors also were helped by the Planned Par- 
enthood Federation of America; they obtained 
from them a list of infertility clinics. They also 
obtained a list of state child welfare agencies for 
the helping of those people who want to adopt 
children. Information is supplied also on the 
legal aspects of adopting. 

This will be an excellent book for general 
practitioners to have handy when people come 
in wanting to know why they can’t have a child 
and what could be done to find the cause and 
to remedy matters. 


Planning for Health Services: A Guide for States and 
Communities. Federal Security ncy, Public 
Health Service, Public Health Bulletin No. 304. 
Price, 20 cents. Paper. Supt. of. Doc., Government 
Printing Office, Washington, D. C., 1949. 

This valuable pamphlet describes a technique 
for community planning of a type which is grow- 
ing in popularity. The important point is that in 
such efforts at community planning, physicians 
should be interested. They should be present at 
the meetings where these things are being dis- 
cussed. This little booklet will stimulate the 
doctors’ interest in the problems. If doctors stand 
off and have nothing to do with these projects, 
they cannot complain later that they were not 
consulted, or that their advice was not taken. 


Electrotherapy and Light Therapy with Essentials of 
Hydrotherapy and Mechanotherapy. By Richard 
Kovacs, M.D. Pp. 739, with 369 illus. Cloth. Price, 
$10.00. Lea & Febiger, Philadelphia, 1949. 

This book is by a man who has been a pioneer 
in the field of physical medicine. Much new 
material has been added, and the book is an ex- 
cellent one for anyone who wants to learn about 
the techniques of the use of electricity in medi- 
cine. In the last section of the book one finds 
instructions for using physical therapy. 


For the New Mother. By Mildred V. Hardcastle, R. N. 
Pp. 163. Price, $2.00. The John C. Winston Com- 
pany, Philadelphia, 1948. 

This little book, written by an able nurse, is 
crammed with practical advice which can be of 
use not only to the young mother but to the 
young physician starting out. The chapters deal 
with the problems of babies at different ages. 


Neurology. By Roy R. Grinker, M.D., and Paul C. 
Bucy, M.D. Pp. 1,138, with 393 illus. Price, $12.50. 
4th Ed. Charles C. Thomas, Springfield, Ill., 1949. 


The fact that there were four printings of the 
third edition of this book shows how well it has 
been received by the medical profession. The 
volume has been well revised and set up in type 
again. The material has been brought up to date. 


Clinical Case Taking. Guides for the Study of Pa- 
tients; History Taking and Physical Examination or 
Semiology of Disease in the Various Systems. By 
George R. Herrmann, M.D., Ph.D., Professor of 
Medicine, University of Texas. 4th Ed. Cloth. The 
C. V. Mosby Company, St. Louis, 1949. 


Within the past two generations so many lab- 
oratory and technical tests have been devised 
and adopted for use in the diagnosis of disease 
that the value of older and simpler procedures, 
of good history, and of an adequate physical and 
mental examination, has frequently been lost 
sight of. No matter how many technical proce- 
dures come to light in the future, a complete story 
of the patient’s ailments, his family tendencies, 
and his physical and mental abnormalities will 
always constitute the fundamental basis for the 
study of his case. This fact is fully appreciated 
by the author of this treatise, now in its fourth 
edition. 

This handbook of 240 pages has for its pur- 
pose the presentation of an outline of the tech- 
nique of history-taking and of physical and 
mental examination. There is first a discussion 
of the philosophy of medicine, and detailed de- 
scriptions of history-taking from the start all the 
way through to the end. 

Then follow discussions of the different sys- 
tems, a chapter on the special problem of pedi- 
atrics by Georgeanna Herrmann-Greer and 
Gretchen Herrmann-Runge, and a chapter on the 
history and physical examination in surgical 
cases by Louis G. Herrmann and George D. H. 
C. Herrmann. Appendices on the differential 
diagnosis of some common symptoms, vitamin 
deficiency syndromes, and a good index com- 
plete the work. 

It is obvious that the book is based mainly 
upon personal experience gained by many years 
of teaching and hospital work. The text is clear, 
and the book should prove of value to both 
students and general practitioners. 

—Georce Brumer, M.D. 


The fourth edition of this well-established text continues to provide 
the most complete information on those parasites that are disease car- 
riers to man. The general plan of the book remains essentially the 
same; however, due to the rapid expansion of knowledge pertaining 
to arthropods as vectors of infections of man and animals, and because 
of changes in control technique, a complete revision of nearly all chap- 
ters has been made. Stress continues to be placed on biology (life 
history and ecology) as fundamental to rational control and as basic 
to sound epidemiological procedures. 

4th ed. to be pub. Oct. 3, 610 pp., prob. $9.00 


by WILLIAM B. HERMS, Sc.D. 


Based on the presently adopted approach that antibody production 
is a biological rather than a chemical phenomenon, this is a review of 
current knowledge and theory as well as a discussion of the authors’ 
research findings since the publication of the first edition in 1941. 

The authors discuss the function of plasma proteins briefly, then 
proceed to develop their theory, the “‘self-marker” concept, by con- 
sideration of variations in concentrations of antibody in the blood of 
immunized animals, qualitative differences amongst antibody mole- 
cules, sites of and possible continuity of production of antibodies, and 
the immunological behavior of young animals. 


2nd ed., 133 pp., $3.00 
by F. M. BURNET, M.D., F.R.S., and FRANK FENNER, M.D. 


General practitioners will find this book an indispensable aid in 
the problems of diet therapy and a practical guide in normal nutrition 
as well as the nutrition of special conditions. This new tenth edition 
has been revised to include the very latest material on the subject. 
Many entirely original charts are included plus standard basic diets 
geared to present day economic needs. As in earlier editions, the 
positive teaching of good nutrition is emphasized rather than the effects 
of poor nutrition. 

10th ed., 950 pp., $4.00 


by FAIRFAX T. PROUDFIT and CORRINNE HOGDEN ROBINSON 


THE MACMILLAN COMPANY 
60 5th Ave., New York 11, N. Y. 


Kindly send and bill to me: 
O MEDICAL ENTOMOLOGY 
O THE PRODUCTION OF ANTIBODIES 
O NUTRITION AND DIET THERAPY 
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Modern Clinical Psychiatry. By Arthur P. Noyes, 
M.D. Pp. 525. Price, $6.00. W. B. Saunders Com- 
pany, Philadelphia, 1948. 


This book grew out of a series of lectures to 
senior medical students who spent their vaca- 
tions working in a state hospital for mental dis- 
eases. 

The reviewer has been hunting for books on 
psychiatry which might be useful to the gen- 
eral practitioner, who is not much interested in 
the psychiatry of the insane patient who is shut 
up in an institution. The general practitioner 
is interested in the psychiatry of the patient with 
a neurosis or a minor psychosis who keeps com- 
ing to his office with great anxiety, or severe 
aches all over the body, or feelings of great 
fatigue, or a feeling that life is not worth living. 

This book can be helpful to many such 
readers. It is written in fairly simple terms, and 
it deals largely with the types of psychosis which 


are encountered by the nonpsychiatrist. 


Epidemiology in Country Practice. By William Nor- 
man Pickles, M.D., London, Medical Officer of 
Health, Aysgarth Rural District. Preface by Major 
Greenwood, F.R.S., Professor of Epidemiology and 
Vital Statistics, University of London. Price, $2.50. 
Re-issue. The Williams and Wilkins Company, Bal- 
timore, 1949. 

This is an interestingly written account of the 
method and results of rural epidemic study by 
an alert general practitioner. The author con- 
scientiously kept records over a period of years 
and worked out his own method of recording 
by charts. In this manner, he has taught the 
public health experts that epidemics of chicken- 
pox and herpes may run concurrently, that in- 
cubation periods are much shorter than usually 
described, and that epidemics reach far more 
persons than is realized. 

This book is a splendid example of what the 
interested physician can do. We must not for- 
get that the greatest names in medicine started 
out as alert general practitioners. 

—Rarpu L. M.D. 


A Guide to General Medical Practice. By Martin G. 
Vorhaus, M.D., Attending Physician Hospital for 
Joint Diseases, New York City. Price, $3.50. The 
Macmillan Company, New York, 1950. 


A book that every general practitioner will 
enjoy and use, this volume presents the minutiae 
establishing a practice, the use of the fluoro- 
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scope, the actual development of a practice in- 
cluding professional and lay relationships, and 
business methods, the approach to common 
clinical problems and symptoms (gastrointesti- 
nal, constipation, headache, backache, hyper- 
tension, cardiac problems, fevers, severe ill- 
nesses, psychotherapy of anxiety states), the role 
of adviser in family problems of adolescence, 
vocational opportunities, premarital education, 
sexual activity, parent-child relationship, meno- 
pause leisure, and hobbies of later life. 

The intern and resident, the younger man 
just getting started can do no better than to 
consult this book which deals with the specific 
rather than with the general. The established 
physician will welcome the methods of manag- 
ing patients. 

L. M.D. 


Training for Childbirth. By Herbert Thoms, M.D., 
Professor of Obstetrics, Yale University Medical 
School. Price, $3.00. McGraw-Hill Book Company, 
New York, 1950. 

A simple, straightforward discussion of “nat- 
ural” childbirth, rooming-in of babies with the 
mothers, and other humanizing factors taking 
place in obstetrics, is provided in this book. It 
should be most reassuring to prospective mothers 
to read the actual accounts given by patients as 
to onset, discomfort during labor, and sensations 
following labor. The material is factual yet in- 
teresting. The small book is recommended to 
mothers, fathers, and to physicians who are not 
vet using these newer techniques. 

L. M.D. 


Expectant Motherhood. By Nicholson J. Eastman, 
M.D., Professor of Obstetrics, Johns Hopkins Uni- 
versity, and Obstetrician in Chief, Johns Hopkins 
Hospital, Baltimore. Price, $1.50. 2nd Ed. Little, 
Brown and Company, Boston. 


The distinguished author has written a sane, 
balanced account of pregnancy and early care of 
the baby. It may well be recommended to any 
mother. Its only drawback is that medical terms 
creep in, which may confuse the lay reader, i. e., 
“The vagina becomes succulent and more dis- 
tensible” during pregnancy and thus permits 
passage of the baby’s head. 

The tone is calm and comforting, the advice 
sound and detailed where necessary. This small 
text will save the physician’s time. 

—Rarpu L. M.D. 


A NEW |NELSON 


MEDICAL BOOK 


THERAPEUTICS 
IN 
INTERNAL MEDICINE 


Franklin A. Kyser, M.D., F.A.C.P. 
Editor 
Associate in Medicine 
Northwestern University Medical School 


with 
82 distinguished contributors 


TREATMENT... TREATMENT... TREATMENT! 


THERAPEUTICS IN INTERNAL MEDICINE is a book devoted to one subject 
* . .. treatment. 268 articles written by 82 of the country’s most distinguished medical 
men consider and discuss the treatment of every disease you will be likely to en- 
counter in the practice of medicine. 


THERAPEUTICS IN INTERNAL MEDICINE is not a resumé of current litera- 
ture. It is a brand new book . . . in concept and scope unlike any other medical book 
now published. By the use of editor’s notes each article was brought up to date until 
the moment the manuscript went to press. 

THERAPEUTICS IN INTERNAL MEDICINE is an encyclopedia of medical 
treatment—stressing and restressing the big three of medicine—-what to do . . . how to 
do it... when to do it. It is designed specifically for the man in general practice. 

THERAPEUTICS IN INTERNAL MEDICINE is a book that will proudly take 
its place among the great classics of medical literature. 


TABLE OF CONTENTS 


The Infectious Diseases. Diseases of the Blood-Forming 17 Chapters 

Parasitic Diseases. Organs. 

The Di of Metaboli: Diseases of the Urinary Tract. * 

Diseases of the Glands of Internal Diseases of the Locomotor System. 21 Sections 
Secretion. Diseases Due to Allergy. 

Deficiency Diseases. The Role of ACTH and Cortisone in 268 Articles 


Diseases of the Digestive Tract. 

Diseases of the Respiratory Tract. 

Diseases of the Cardiovascular 
System. 


Madison Ave., N. Y. 17 


Present Day Therapy. 
Diseases Due to Physical Agents. 
Diseases Due to Intoxications. 
Diseases of the Nervous System. 
Diseases of the Skin. 


$12.00 


"ORDER THROUGH YOUR BOOKSTORE OR USE THIS 


THOMAS NELSON & SONS GP 10-50 


C Please send me Kyser’s THERAPEUTICS IN INTERNAL MEDICINE. Price $12.00 


Check Enclesed Send Invoice 
ADDRESS__ 
CITY. ZONE STATE__ 


Priced slightly higher outside the U. S. A. 
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Pathology in General Surgery. By Paul W. Schafer 
M.D. Pp. 581. Price, $17.50. The University of 
Chicago Press, Chicago, 1950. 

This book, written by a surgeon with unusual 
interest and training in pathology, is magnificent. 
It is filled with 360 beautiful color plates of 
microscopic sections and gross specimens. With 
these illustrations, there are good descriptions 
of the lesions, and something on treatment. The 
author covers pretty well the several fields of 
disease, except that of diseases of the brain. 

This is a wonderful book for any man who 
wishes to study pathology or to review his knowl- 
edge of the subject, but whe cannot afford to 
go to a big medical center to watch necropsies 
for a year or two. Doctor Schafer, Miss 
Humphreys, and the University of Chicago 
Press are to be congratulated for their skill and 
idealism in bringing out this ‘magnificent vol- 
ume. It is a wonderful book for the library of 
any man who wants to do better surgery. 


A Dynamic Approach to Illness: A Social Work Guide. 
By Frances Upham, M.D. Pp. 200. Price, $3.00. 
Family Service Association of America, New York, 
1949. 

This little book can be of interest to many 
physicians because it shows what can be done 
in the way of helping a patient when a trained 
person can go into the home to look around 
there and see what the strains and tensions are. 
So often these are keeping up the patient's nerv- 
ous illness. Usually the patient does not tell 
about them when he or she is in the doctor's 
office. The general practitioner.or family doctor 
has a tremendous advantage over the city con- 
sultant in that often he goes into the home to 
see what is going on there. However, a book 
like this will help him to see the sort of prob- 
lems to watch for. 


Streptomycin and Dihydrostreptomycin in Tubercu- 
losis: Reports of Research Including Studies Spon- 
sored by the American Trudeau Society (Medical 
Section, National Tuberculosis Association). Edited 
by H. McLeod Riggins, M.D., and H. ‘Corwin 
Hinshaw, M.D. Pp. 554. Price, $7.50. National 
Tuberculosis Association, New York, New York, 
1949. 


This book, with its chapters written by a num- 
ber of experts, is of decided value. It will be of 
great historical interest some day. All physicians 
interested in tuberculosis will want a copy. 
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Radio-Active Tracer Technics. By George K. Schweitzer 
and Ira B. Whitney. Pp. 241. Price, $2.25. D. Van 
Nostrand, Inc., New York, 1949. 

Schweitzer and Whitney write from their ex- 
perience at Knoxville, and they give much in- 
formation in regard to the use of radio-active 
material. The book can be excellent for students 
taking a course in the use of radio-active ma- 
terial; it will interest all those who would like 
to know what is being done in this field. 


Blood and Plasma Transfusions. By Max M. Strumia, 
M. D., and John J. McGraw, Jr., M.D. Pp. 497. 
Price, $7.50. F. A. Davis Company, Philadelphia, 
1949. 

This excellent book, written by a pioneer in 
the use of blood plasma, should be owned by 
every physician or surgeon who from time to 
time has to give transfusions or injections of 
plasma. Many will appreciate the fact that the 
book is based largely on personal experience. 


Year Book of Physical Medicine and Rehabilitation. 
Edited by Frank H. Krusen, M.D., and Howard A. 
Rusk, M.D. Price, $5.00. The Year Book Pub- 
lishers, Inc., Chicago, 1950. 

This 441-page volume is a lightweight book, 
printed with type that is easily read. It is well 
bound and printed on good paper. 

The editors have done a good job of selec- 
tion and condensation. The physiologic and 
therapeutic effects of the various modalities used 
in physical medicine are adequately covered. 
The language is clear, and the book constitutes 
an authoritative and up-to-date reference work 
for doctors who wish to know what they are do- 
ing. The newer work in the field (e.g., ultra- 
sonics) is also covered. (One can keep ahead of 
the Reader's Digest.) The use of the proced- 
ures of physical medicine in geriatrics, poliomye- 
litis, psychiatric, general medical, and surgical 
conditions is well covered. This, with a large 
section devoted to the newer techniques used 
in the rehabilitation of the physically handi- 
capped, make this a volume of definite use to 
the general practitioner. It is well indexed, both . 
as to authors and subject matter. 

This book summarizes most of the work 
done in 1949 on this growing subject, adds the 
large experience of the editors, and brings up to 
date the recent developments in the field of physi- 
cal medicine and rehabilitation. 

—Daniet Bextz, M.D. 


The paralleling action of Vitamin C and 

Calcium permits almost complete absorption and utilizatio | of 

the Calcium when CAL-UATE, the new form of Calcium the: apy 
is administered. 


Indeed, ONC 


complements 


the other 


Indicated in hypocalcium tetany, @ CAL-UATE permits the same dosage of Calcium as the 
regular 10 c.c. ampuls of 10% Calcium Gluconate, but with 


th and ancy, allergies, infections, hem- 


orrhagic, inflammatory and exudative conditions, 


@ As an antiscorbutic, CAL-UATE offers the advantage of an 


CAL-UATE overcomes technical disadvantages of 
injectable Vitamin C without danger of Sodium retention. 


standard Calcium Gluconate which, at times under 
@ With this new form of Calcium therapy, there is evidence 


of decreased nerve irritability in the patient. CAL-UATE is 
due to super-saturation and ready precipitation. well tolerated—symptoms of toxicity do not occur. 


certain conditions, may be unsuited for injection 


i 


~ 


Supplied in 10 cc. ampuls 


Each 10 cc. contains: 
Calcium Ascorbate. ........ 500 Mg. 
= (equivalent to 450 Mg. Ascorbic Acid) 
Calcium Gluconote. ........ 500 
.05 
Benzyl Alcohol . ...... 1.5% 
os. 


(BARLOW-MANEY) . . 


Literature and samples available to physicians upon request. 


BARLOW-MANEY LABORATORIES, INC. 


CEDAR RAPIDS, 
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by Roscoe L. Pullen, M.D., F.A.C.P., Professor and 
Director of Graduate Medicine and Vice-Dean, 
Tulane University School of Medicine, New 
Orleans; Senior Visiting Physician, Charity Hos- 
pital; Consultant in Medicine, Veterans Administra- 
tion Hospital, New Orleans, etc. 2nd Ed. 601 figs., 
48 in color. W. B. Saunders Company, Philadelphia, 
1950. 


Medical Diagnosis: Applied Physical Diagnosis 


Both medical student and general practitioner 
can employ this text with understanding and in- 
creasing interest. It presents the method of ex- 
amination of each region of the body, many pic- 
tures and sketches to illustrate how the condition 
looks and how it may be detected, advice on 


errors to be avoided, and clinical summaries of — 


the important lesions in each region. A survey of 
the normal precedes the clinical discussion. 

The tone and method of presentation is good, 
except in the section on gynecology. The respec- 
tive authors present information of use in aver- 
age practice with much of the outdated material 
that has clung to physical diagnosis eliminated. 
In physical diagnosis of the chest, however, the 
author still clings to the idea that the average 
student and physician can master many subtle 
physical signs. The sketches indicating the physi- 
cal signs to be expected in various major lesions 
of the chest are well done and helpful. 

Wolfer’s section on the neck presents several 
anatomic illustrations that orient the student. By 
classifying masses in the neck according to loca- 
tion, one receives immediate aid in clinical rec- 
ognition of neck tumors. 

Ochsner’s chapter on the extremities should be 
read by every student. This material is usually 
not given in its entirety but is distributed in 
several courses. 

The material on gynecology is listed in didactic 
order, and the author adopts a scolding attitude 
that is unlikely to elicit co-operation, but does 
give much information. 

_ Auchincloss has written a masterly clinical sec- 
tion on the breast, with advice to the patient on 
self-examination for early recognition of lumps, 
careful description and illustrations depicting 
examination of the breast, and the ruling in or 
out of carcinoma. 

The book is more valuable to the student and 
more interesting because the authors have the 
patient in mind rather than idealized but non- 
“pplicable physical diagnosis. 

—Ratpn L. M.D. 


Coronary Artery Disease. By Ernst P. Boas, M.D., 
Associate Physician, Mt. Sinai Hospital, New York 
City; and Norman F. Boas, M.D. 88 illus. Cloth, 
$6.00. Year Book Publishers, Inc., Chicago, 1949. 


This is a very well-written and interesting 
volume on all aspects of coronary artery disease, 
including embryology, physiology, differential 
diagnosis, complications, and therapy. The book 
contains the opinions of most of the recognized 
authorities on coronary artery disease. 

Controversial matters are discussed and spiced 
with the authors’ own opinions. Very little men- 
tion is made of the V lead in electrocardiography. 
We agree with the authors’ enthusiasm for the 
anticoagulants, but wish they would have stressed 
the difficulty for practitioners in securing com- 
petent laboratory work, especially prothrombin 
levels, so necessary when using the anticoagu- 
lants. A few loose statements appear, but in no 
way detract from the value of the work. We are 
sure the authors do not condone treating acute 
myocardial infarct in the office or home. 

The book is well published and is a credit to 
both the authors and the publisher. It provides 
stimulating reading and we heartily recommend 
this for all practitioners. . 


Adaptation. Edited by John Romano, M.D. Pp. 113. 
Price, $2.00. Cornell University Press, Ithaca, New 
York, 1949. 

At the dedication of a psychiatric unit in the 
Strong Memorial Hospital of the University of 
Rochester School of Medicine in New York, 
Professor Romano invited five other teachers to 
come and make addresses on the subject of adap- 
tation. One was a zoologist, another a physiol- 
ogist, another a psychobiologist, another a pro- 
fessor of psychiatry, and another an anthropolo- 
gist. The discussions are learned, but they will 
probably be tough reading for the average 
physician. 


Rehabilitation of the Handicapped: A Survey of 
Means and Methods. Edited by William H. Soden 
from the Veterans Administration Hospitals. Pp. 
339. Price, $5.00. The Ronald Press Co., New 
York, 1949. 

This book contains 38 articles on the several 
phases of rehabilitation of chronically disabled 
persons. There are 44 authors, 24 of whom are 
physicians. The book will be of interest to all 
of those who have to deal with rehabilitation. 
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“Although E.C. 110 (CAFERGONE) was developed primarily for the 
relief of the migraine attack, it is uniformly effective and has a much 
wider range of usefulness in the relief of headache of all other types, 
especially typical and atypical histaminic cephalgia.” (Hansel) 


For The First Time In Almost Two Thousand 
Years, clinical trials of an oral preparation indicate 
that migraine and other vascular headaches can be 
aborted in 85-90% of cases. 


Although the cause of migraine is still unknown, the 
mechanism productive of head pain has been deter- 
mined.” Today, it has been observed that the head 
pain in classical migraine and related disorders is pro- 
duced through abnormal behavior of the cranial vas- 
cular system. The affected arteries, principally branches 
of the external carotids, become constricted in the early 
stage of the attack. Such vasoconstriction results in pre- 
headache warning signs such as visual and other sen- 
sory disturbances. Later in the attack, these arteries 
become relaxed and dilated. At this point, agonizing 
headache begins. Exaggerated pulsations and thicken- 
ing of the affected arterial walls cause stretching of and 


STAGE 1 STAGE 2 STAGE 3 
VASOCON- VASODILATATION EDEMA 


BEST RESULTS WITH TREATMENT 
IN STAGE 1 OR EARLY STAGE 2 


pressure upon adjacent pain-sensitive structures. Head- 
aches of this type may last for a few minutes only or 
they may last for days. Seizures are usually terminated 
by severe vomiting. 


As a result of recent research, these headaches can 
be aborted for the great majority of sufferers. Attention 
has been centered on the development of an effective 
oral preparation to relieve vascular headaches. Cafer- 
gone. (100 mg. caffeine and 1 mg. ergotamine tar- 
trate per tablet) is the result of this research. 
Ergotamine tartrate (Gynergen ) has long been known 
as a potent vasoconstrictor. ‘ “’ Caffeine, when admin- 
istered orally, also acts as a vasoconstrictor.” Simul- 
taneous administration of ergotamine tartrate with caf- 
feine in Cafergone tablets has the added advantage of 
reducing the usual dose of ergotamine necessary to 
abort these headaches.” 


These measures will abort vascular headaches 
for 85-90% of sufferers: 

1. Give complete physical examination includ- 
ing ancillary tests to rule out other conditions 
mimicing migraine. 

2. Advise the patient to re-organize his activities 
where possible. 

3. Improve the general health of the patient. 

4. Give 2 Cafergone tablets at first sign of im- 
pending attack and, if necessary additional 
1-tablet doses (up to 6) at half-hour intervals. 


For Subsequent Attacks: after the total number of 
tablets required for a patient’s attack has been deter- 
mined, give that total dose all at once for any subse- 
quent attack of equal severity suffered by that patient. 
(Occasionally an attack returns due to inadequate dos- 
age having been used; in such case repeat the dose and 
for any later attack adjust dosage accordingly. ) 


Literature available on request, for further particulars 
on Dosage Adjustment and other points: 
Reprints of recent reports. 
Therapeutic brochures. 
Chart, “Clinical Characteristics of Vascular 
Headaches.” 
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Academy Yecports and News 


THE 1951 SCIENTIFIC ASSEMBLY PROGRAM 


The 1951 Assembly Program Committee is pleased to announce the scientific program 
for the Third Annual Assembly of the American Academy of General Practice, to be 
held in the San Francisco Civic Auditorium March 19-22. In an attempt to design the 
finest postgraduate course for general practitioners to be given anywhere during the 
year, the Committee has sought to develop a new concept of study. This is a program 
constructed primarily for the family doctor, the man concerned with the broad general 
perspectives of medicine. In keeping with this idea, the entire first afternoon will consist 
of a study of the family and the problems of family living as they are encountered 
in daily practice. Another afternoon will be devoted to discussion of the so-called 
functional or psychosomatic disorders which are so much a part of today’s life. The 
remainder of the program will deal with unrelated areas of interest, all new, all 
stressing important aspects of general practice. I? is anticipated that this program, 
by providing the key to more effective integration of professional activities into the 
community scene, will establish a new milestone in the development of postgraduate 
training for general practitioners. The Academy proudly presents twenty-six distin- 

guished guest speakers on its program, which appears on the following pages . . . 


San Francisco’s Civic Auditorium where all sessions of the 1951 
Assembly of the American Academy of General Practice will be held. 
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WIDE ANTIBACTERIAL SPECTRUM 


WITH QUICK RELIEF OF PAIN 


tits OTOMIDE 


—the ideal topical preparation for treatment of 


middle and external ear infections. Effectively at- 


tacks gram-positive bacteria, gram-negative bacteria 


and fungi. 


In dropper bottles of 
Y% fluid ounce (15 ce.) 


WHITE LABORATORIES, INC. 


FORMULA: W/V 
5% 
Urea (carbamide)..................... 10% 
Chlorobutanol (chloral derivative) ....... 3% 
Glycerin (high specific gravity) ......... q-8. 


© PHARMACEUTICAL MANUFACTURERS, NEWARK 7, N. J. 
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MONDAY, MARCH 19 


9:00 A.M. Opening of Scientific and Technical Exhibits 
1:;00— 1:30 P.M. Call to Order, 1951 Scientific Assembly 


1:30— 2:00 P.M. “Marriage and Family Relations” 
Paul Poponoe, Sc.D. 
Los Angeles, California 


2:00— 2:30 P.M. “Sexual Aspects of Marriage” 


William C. Menninger, M.D. 
Topeka, Kansas 


2:30— 3:00 P.M. “New Ways of Discipline” 


Dorothy W. Baruch, Ph.D. 
Beverly Hills, California 


3:00— 4:00 P.M. Recess to Visit Exhibits 


4:00— 5:30 P.M. Panel on “Counseling Factors in Family Life” 
George T. Harding, M.D., Moderator 
Los Angeles, California 
Dorothy W. Baruch, Ph.D. 
Beverly Hills, California 


Evelyn Millis Duvall, Ph.D. 
Chicago, Illinois 

Nadina R. Kavinoky, M.D. 
Los Angeles, California 
William C. Menninger, M.D. 
Topeka, Kansas 

Paul Poponoe, Sc.D. 

Los Angeles, California 


Stanley R. Truman, M.D. 
Oakland, California 


TUESDAY, MARCH 20 


9:00—10:00 A.M. “Highlights of Prenatal and Postnatal Care” 
Russell R. de Alvarez, M.D. 
Seattle, Washington 


10:00—11:00 A.M. Recess to Visit Exhibits 


11:00—11:30 A.M. “Office Neurology” 
Robert Wartenberg, M.D. 


San Francisco, California 
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AESPONDS 


A potent alkaloidal fraction of Veratrum viride — biologically 
standardized for hypotensive activity in mammals—a new active 
principle not heretofore available, for the treatment of hypertension. 


Veriloid therapy produces not only gratifying objective results— 
significant and sustained control of elevated arterial tension— 
but also leads to marked subjective benefit readily detectable by 
the patient. As the drug takes effect, the so-called hypertension 
headache is relieved, renal function improves, vision becomes 
more clear, and the associated muscular weakness is overcome. 

These beneficial changes are directly attributable to the 
peripheral vasodilatation induced by Veriloid and the resultant 
improved tissue nutrition. They are often experienced long before 
maximum blood pressure drop has been attained. 

While individualization of dosage is essential for maximum 
therapeutic benefit, in the majority of patients a response to 
Veriloid is usually obtained from the average dose of 2.0 mg. to 
5.0 mg. three or four times daily after meals and at bedtime. 
Dosage adjustment to suit the responsiveness of the individual 
patient can be accomplished in a week or two. 

Veriloid is available on prescription at all pharmacies in 1.0 
mg. tablets; bottles of 100, 200, 500 and 1000. Literature sent 
on request. 

*Trade Mark of Riker Laboratories, Inc. 


BIOLOGICALLY STANDARDIZED FOR HYPOTENSIVE POTENCY IN MAMMALS 
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1951 Assembly Program Committee 
Strantey R. Truman, M.D., Chairman Tuomas E. Rarpin, M.D., Exec. Chairman 


Oakland, California 


Linpner, M.D. 
Cincinnati, Ohio 


J. P. Sanpers, M.D. 
Shreveport, Louisiana 


Columbus, Ohio 


L. Newkirk, M.D. 
South Gate, California 


Watter C. Atvarez, M.D., Editor of GP 
Rochester, Minnesota 


11:30—12:00 M. 


1:30— 2:00 P.M. 


2:00— 2:30 P.M. 


2:30— 3:00 P.M. 


3:00— 4:00 P.M. 
4:00— 4:45 P.M. 


4:45— 5:30 P.M. 


“Essential Laboratory Studies” 

Jesse L. Carr, M.D. 

San Francisco, California 

“Medical Practice in a Changing World” 
R.B. Robins, M.D. 

Camden, Arkansas 

“The Care of the Dying” 

Walter C. Alvarez, M.D. 

Rochester, Minnesota 


“The Injured Hand” 
L. D. Howard, Jr., M.D. 


San Francisco, California 


Recess to Visit Exhibits 


“Obesity and Thinness” 
Clifford Gastineau, M.D. 


Rochester, Minnesota 


“Common Rheumatic Disorders” 
Richard H. Freyberg, M.D. 
New York, New York 


WEDNESDAY, MARCH 21 


9:00—10:00 A.M. 


10:00—11:00 A.M. 
11:00—12:00 M. 


1:30— 2:00 P.M. 


“Highlights of Pediatric Practice” 
Charles F. McKhann, M.D. 
Cleveland, Ohio 

Recess to Visit Exhibits 

“Our Geriatric Patients” 

Richard A. Kern, M.D. 

Philadelphia, Pennsylvania 
“Personality Growth and Development” 
O. Spurgeon English, M.D 
Philadelphia, Pennsylvania 
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the remarkable new preparation for 


relieving mental and emotional distress 


Dexamy! 


a balanced combination of ‘Dexedrine’ & ‘Amytal’ 


In Dexamy]*, the two components—Dexedrine* and Amytal*—work together 
synergistically to ameliorate mood; to relieve inner tension; and thus to 
control troublesome symptoms of mental and emotional distress: 


The ‘Dexedrine’, because of its “smooth” and profound antidepressant action, 
restores mental alertness and optimism and dispels psychogenic fatigue. 


The ‘Amytal’, because of its calming action, relieves nervous tension, anxiety 
and agitation. 


Widely useful in everyday practice, ‘Dexamyl’ tablets are available, on pre- 
scription only, in bottles of 100 and 1000. 


Each tablet contains ‘Dexedrine’ Sulfate (dextro-amphetamine sulfate, S.K.F.) 
5 mg. and ‘Amytal’ (Amobarbital, Lilly) 4% grain (32 mg.). 
*Trademark, S.K.F. fTrademark, Lilly 


Smith, Kline & French Laboratories, Philadelphia 
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2:00— 2:30 P.M. 


2:30— 3:00 P.M. 


3:00— 4:00 P.M. 


4:00— 5:30 P.M. 


“Emotional Forces and Bodily Behavior” 
Stewart Wolf, M.D. 
New York, New York 


“Therapy in Functional Disorders” 
George T. Harding, M.D. 
Los Angeles, California 


Recess to Visit Exhibits 


Panel on “Functional Disorders in Medical Practice” 
Walter C. Alvarez, M.D., Moderator 

Rochester, Minnesota 

Ralph Bowen, M.D. 

Houston, Texas 
George T. Harding, M.D. 

Los Angeles, California 


Richard A. Kern, M.D. 


Philadelphia, Pennsylvania 


Charles F. McKhann, M.D. 
Cleveland, Ohio 


Stewart Wolf, M.D. 
New York, New York 


THURSDAY, MARCH 22 


9:00—10:00 A. M. 


10:00—11:00 A.M. 
11:00—12:00 M. 
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“Therapeutic Nuggets” 


Francis L. Chamberlain, M.D. 
San Francisco, California 


Windsor Cutting, M.D. 
San Francisco, California 
Grant Morrow, M.D. 
San Francisco, California 
Thomas Schulte, M.D. 
San Francisco, California 


Albert Snell, M.D. 


San Francisco, California 
Recess to Visit Exhibits 


“Essential Office Surgery” 
Mims Gage, M.D. 
New Orleans, Louisiana 


Hotel Reservations at San Francisco 


AMERICAN ACADEMY OF GENERAL PRACTICE 


March 19-22, 1951 


A HOUSING BUREAU has been organized for the convention of the AMERICAN ACADEMY OF GEN- 
ERAL PRACTICE, March 19-22, 1951, in San Francisco. Since all requests for rooms are handled in chronological 
order, it is recommended that you send in your application IMMEDIATELY. 

In making hotel reservations, please use the blank below. In writing for reservations indicate your first, second 
and third choice hotel. 

A very limited number of rooms are available at the Headquarters Hotel. Therefore, it is impossible to accom- 
modate other than national officers, two delegates from each state chapter and distinguished guests at the Palace 
Hotel. Officers of state chapters and others will be required to make individual requests which will be handled in 
the regular chronological order. 

All requests must be accompanied by a deposit check of $5.00 per person or $10.00 per room, made out to the 
AAGP HOUSING BUREAU. The deposit holds the room on your arrival day, regardless of the hour, and will be 
credited to your account. Please DO NOT SEND U. S. Postal Notes. 

All reservations must be cleared through this HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPARTURE, and list the names and addresses of ALL persons who 
will occupy the rooms requested, and the type of accommodation desired. 


ALL RESERVATIONS WILL BE CONFIRMED IF RE- 


QUEST IS RECEIVED NOT LATER THAN MARCH 5th. 


| MAIL TO: Single rooms are very scarce. 


Please indicate if you would be 
AAGP HOUSING BUREAU willing to share a twin-bedded 
Room 200, 61 Grove Street 


room with another member. 
San Francisco 2, California 


| 
PLEASE MAKE RESERVATIONS NOTED BELOW: 
| First Choice HOTEL ARRIVAL: MARCH............ P.M. 
MAIL 
| Second Choice HOTEL DEPARTURE: MARCH............ P.M. 
THIS | Third Choice HOTEL 
Single soom ‘@ Win-bedded room @ @.............. 
| NAMES OF OCCUPANTS ADDRESS 
to 
| 
| is enclosed to bind this reservation. 
DI E 1 w- ce a 
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Street plan of San Francisco, showing location of Housing Bureau hotels. 
HOTEL RATES IN SAN FRANCISCO 
Single Double Twin Single Double Twin 
Hotel and Address Bedrooms Bedrooms Bedrooms Hotel and Address Bed Bed: Bedrooms 
1 Alexander Hamilton, 620 O’Farrell....$6.00-10.00 $7.00-12.00 $7.50-12.00* | 27 Manx, 225 Powell $3.50- 4.00 $4.50- 5.00 $6.50 * 
2 Bellewe, Geary & Taylor... 5.00- 6.00 7.00- 8.00 7.00- 8.00* | 28 Mark Hopkins, 999 Calif... 8.00-11.00 11.00-14.00 11.00-16.00* 
3 Beverly Plaza, 342 Grant... 4.00- 5.00 6.00- 7.00 6.50- 7.00* | 30 New Dalt, 34 Turk. noe 3.00 3.50 4.00 
57 Biltmore, 735 Taylor... 4.00 5.00 6.00 31 Olympic, 230 Eddy .. 3.50- 6.00 4.50- 7.00 6.00- 7.00* 
5 Cadillac, 380 Eddy... 3.00- 4.00 3.50- 4.50  4.50- 5.50 32 Oxford, Market & Mason... 2.50- 3.00 3.00- 4.00 5.00 
6 Californian, 405 Taylor... 5.00- 6.00 7.00- 8.00 8.00- 9.00* 33 Palace—No rooms available. Reserved for members of the Congress of Delegates. 
7 Canterbury, 750 Sutter... .. 4.00- 5.00 5.00- 6.00 7.00- 8.00* | 63 Palomar, 364 O'Farrell. 3.50- 5.00 4.00- 6.00 4.50- 6.00 
8 Carlton, 1075 Sutter... . 3.00- 4.00 5.00- 5.50 5.00- 6.00* | 34 Pickwick, 5th & Mission... 3.00- 5.00 4.50- 6.00 5.50- 7.00* 
9 Cartwright, 524 Sutter... . eee 5.00 6.00 35 Plaza, Post & Stockton... 4.00- 5.00 5.50- 6.50  6.50- 9.00* 
58 Casa Nova, 354 O’Farrell..........« 2.50- 4.00 3.00- 5.00 3.50- 5.00 36 Powell, 17 Powell 3.00- 4.00 4.00- 6.00  4.50- 6.00 
10 Cecil, 545 Posto B.50- 4.00 4.50- 5.00 6.00- 7.00* | 37 Richelieu, Van Ness & Geary... 4.00 5.00- 6.00 6.00 * 
11 Chancellor, 433 Powell... 4.00 6.00 7.00 38 Roosevelt, 240 Jones... .. 2.50- 4.00 3.50- 5.00 4.50- 6.00 
12 Clift, Geary & Taylor. 6,00-12.00  8.00-14.00 9.00-15.00* | 39 St. Andrews, 440 Post. 3.50- 4.00  4.50- 5.00 
59 Commodore, Sutter & Jones... 4.00- 5.00 6.00- 7.50 7.00- 8.50 40 St. Francis, Powell & Geary... 5.00-13.00 7.00-15.00 9.00-15.00* 
14 Court, 555 Bush .. 3.00- 4.50 3.50- 5.00 4.50- 6.00 41 San Carlos, 811 Geary... 3.00- 3.50 3.50- 4.00  4.00- 5.00 
15 Crest, Ellis & Mason. sg ... 3.00- 4.00 4.00- 5.00 5.00- 6.00 42 Senate, 467 Turk... ... 3.00- 4.00 4.00- 5.00 5.00- 6.00 
16 Devonshire, 335 Stockton... 2.50- 4.00 3.50- 5.00 5.00- 6.00* | 43 Senator, 519 Ellis... owe 3,00- 3.25 3.50- 3.75 4.50- 4.75 
16 Drake Wiltshire, 340 Stockton... 3.50- 5.00 5.50- 7.00 7.50- 9.00* | 44 Shaw, McAllister & Market... 3.50- 5.00 4.50- 5.00 6.00- 6.50 
17 El Cortez, 550 Geary.. cnt 3.50- 6.00 4.50- 7.00 7.00- 9.00 46 Sir Francis Drake, Sutter & Powell... 6.00-10.09  8.00-12.00 9.00-13.00* 
18 Embassy, 610 Polk. 3.50 3.00- 4.00 4.00- 5.00 47 Spaulding, 240 3.00- 4.00 4.00- 5.00 5.00- 6.00 
19 Fairmont, 950 Mason... ... 7,00-12.00 10.00-14.00 10.00-15.00* | 48 Stewart, 353 Geary... 3.50- 5.00 5.00- 6.00  6.00- 8.00* 
20 Fielding, Geary & Mason... 4.00- 5.00 4.50- 6.00 5.50- 7.00 49 Stratford, 242 Powell... - 3.00- 4.00 3.50- 6.00 4.00- 6.00 
21 Franciscan, 350 Geary... 2.50- 4.00 4.00- 5.00 5.50- 6.00* 50 Sutter, 191 Sutter. 3.00- 6.00 4.00- 7.00  6.00- 9.00* 
22 Golden State, 114 Powell... 4.00- 5.00 6.00 51 Terminal, 60 Market... 3.00 5.00 6.00 * 
23 Governor, 180 Turk. 4.00 5.00 * 64 Travelers, 255 O'Farrell... 4.00- 5.00 5.00- 6.00 6.00 
60 Harcourt, Sutter & Larkin..... 3.50- 4.00 4.50- 5.00 52 Victoria, 598 Bush... 3.00- 3.50 4.50 4.75 
24 Herbert, 161 Powell................ 4.00- 5.00 5.00- 6.00* 53 Whitcomb, 1231 Market... . 6.00- 7.00 7.00-10.00 8.00-10.00* 
28 Huntington, 1075 Calif... 8.00-15.00 8.00-15.00* 54 William Penn, 160 Eddy... 1.50- 1.75 2.00- 2.25 5.00 
25 King George, 334 Mason. 4.00- 5.00 6.00 55 Y.M.C.A. Hotel, 351 Turk 1.30- 2.00 2.30- 2.80 (All without 
61 Lafayette, 240 Hyde... 4.00- 5.00 4.50- 5.50 bath) 
26 ankershim, 55 Fifth. 3.50- 4.00 5.00 56 York, 580 Geary. 2.50- 3.50 3.00- 5.00 4.00- 6.00* 
62 \-mbard, Polk & Geary... 4.50- 6.00 6.00- 7.00* *Parlor suites available. Rates on request. 
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‘Which moment will you remember — forever ? 
It may be that last handful of confetti you toss 
towards shore, or your first plunge into the ship’s 
pool, or the exciting Aloha of the Islanders. Or 
the many golden moments may blend into one 
glorious memory of sun-drenched days and star- 
filled nights—of playing, laughing, relaxing on the 


a. SS > Lurline. For the finest vacation you'll ever know 


~ 


Cruise to Hawaii on the new Lurline Jun tee gentontly 
comfortably 


Dou enjoy superb food, 


Service 


You dance, meet new 


friends 


You play in the surf, 
at Waikiki 


Dou explore the Islands... 
and you'll cherish forever the 
memory of their warmth, 
beauty and hospitality 


Fashions by J, Magnin & Co., California 


The Lurline sails from San Francisco and Los Angeles 


Ly 

* 


After the San Francisco Assembly . . . 


J HKawattu . Mohida 


Plan Now a “Never-to-Be-Forgotten” Holiday with Your Fellow Members! 
Communicate with A.A.G.P., Kansas City 


itinerary Number One, $777. Going via SS 
Lurie, Return via Unrrep Am Lungs. 


22 Days 
March 23: Leave San Francisco via Southern Pacific’s 
“Lark” en route Los Angeles. 


March 24 and 25: In Los Angeles, with headquarters 
at the renowned Ambassador Hotel. A visit to the movie 
studios, famed Hollywood Bowl, Beverly Hills, 
Farmers’ Market, the Toluca Lake district—and at- 
tendance at a nation-wide CBS broadcast. 


March 26 to 30: Aboard the Matson Line’s luxuri- 
ous SS Lurline, with choice outside cabins. The key- 
note is 2 gat and relax—play and have fun. 
Deck games . . . music . ee 
~all combine t0 speed your hours at sea. 


March 31 to April 12: Honolulu and its traditionally 
friendly Hawaiian welcome. Your home—the mag- 
nificent Royal Hawaiian Hotel. With superlative food 
and beautifully appointed accommodations, it is a 
luxurious version of delightful tropical living—a world- 
famous hotel on world-famous Waikiki Beach. Breath- 
taking scenery . . . delightful climate . . . beach and 
surf pastimes . . . evening gaiety climaxed by dancing 
under the stars—all expectations of Hawaii are far 
exceeded! 


April 12: Time has come to reluctantly bid farewell 
to our new friends on this enchanting island and board 
our luxurious United Air Lines twin-decked Strato- 
cruiser for our return to the States. Settled in this 
super air liner, we thrill to its power as we smoothly 
cruise at 300 miles an hour. In addition to a delightful 
full-course luncheon and dinner, refreshments are at 
our command from the service bar in the lounge. We 
land at Los Angeles where our private limousines 
transfer us immediately to the Ambassador Hotel. 


April 13: Limousines transfer us to Los Angeles 
Union Station where private pullmans await our return 
journey . . . taking leave of our fellow travelling com- 
panions, homeward bound from a never-to-be-forgotten 
“Hawaiian Holiday!” 


Itinerary Number Two, $957. Going via SS 
Luring, Return via SS 


30 Days 
This itinerary is arranged for those desiring to utilize 
the steamer in both directions, and while it is identical 
to Itinerary One up to April 12th, it then extends the 
stay in the islands until April 16th, returning to the 
Mainland on the SS Lurline, and arriving in Los 
Angeles April 21st. 


itinerary Number Three, $677. Going via 
Unirep Am Lines, Return via Unrrep Am 
Lines. 18 Days 

Those desiring Itinerary Three will depart San 
Francisco the morning of March 24th aboard United 
Air Line’s twin-decked Stratocruiser. The program in 
Honolulu is the same as in Itinerary One, rym 
for this group, however, their second 
teenth days, March 25th through April 6th. sand 
ing to the Mainland April 7th, again utilizing United 
Air Line’s twin-decked Stratocruiser, three days will 
be spent at the Los Angeles Ambassador, with the Los 
Angeles portion of the itinerary provided on the re- 


‘turn, departing for home April 10th. 


Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by Lee Kirk- 
land Travel, Kansas City. 


Make Reservations Now 


Mr. Mac F. Cahal 

Executive Secretary A.A.G.P. 
406 West 34th 

Kansas City, Mo. 

Please reserve, in my name, accommodations 
for my party of ( ) for the A.A.G.P. HAWAI- 
IAN HOLIDAY. We prefer Itinerary Number 
€ ). Enclosed is my check for ( ) rep 
resenting deposit of $50.00 on each reservation 
which is to be applied on cost of trip. 


Se SS SS eee eee eee 
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water 
gets 
the oil 
there 


CONTAINS 100% NATURAL VITAMIN D, 
vi-syneral vitamin drops 
Great Advance in Vitamin Therapy . . . this oil-in-water 
solution developed by the Research Laboratories of en, 
U. S. Vitamin Corporation. Clinical literature* em- VITAMIN A (natural) . 5,000 units 
phasizes the superiority of aqueous solutions of VITAMIN D (natural) . 1,000 units 
vitamin A compared to oily solutions (such as per- ASCORBIC ACID. . 50 mg. 
comorph oils) ... THIAMINE .... 1 mg. 

500% GREATER ABSORPTION 
RIBOFLAVIN. . .4 me. 


85% HIGHER LIVER STORAGE 
1/5th AS MUCH EXCRETION PANTOTHENIC ACID 2 mg. 


* Literature and samples upon request 


u.s.vitamin corporation 
casimir funk laboratories, inc. (affiliate) 
250 e. 43 st., new york 17, n. y. 
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NEW COMMITTEES ANNOUNCED 


Because a change in the system of appointing 
committees was adopted by the Board of Direc- 
tors of the Academy at its last meeting, the an- 
nouncement of committee appointments for the 
ensuing year was delayed. 

To facilitate the work of committees, two 
changes have been adopted. First, some of the 
more important standing committees of the Board 
of Directors have been renamed “commissions” 
to distinguish them from “committees.” The 
chief difference between commissions and com- 
mittees is in the fact that commission appoint- 
ments are for three-year terms, while appoint- 
ments to committees are for one year. This year 
the Board of Directors has appointed one-third 
of the members to each commission for three 
years, one-third for two years, and one-third for 
one year. All terms expire at the close of the 
Annual Assembly. Thus, committees are dis- 
charged at the annual meeting of the Board of 
Directors following the Annual Assembly, and 
one-third of the members of each commission 
are replaced at the same time. All committee ap- 
pointments announced at this time, and commis- 
sion appointments expiring in 1951 will termi- 
nate at the close of the San Francisco session next 
March. 

In view of the fact that some commission ap- 
pointments were for longer terms this year, the 
Board of Directors requested suggestions for 
capable committee workers from the officers of 
all constituent state chapters and from the chair- 
men of last year’s committees. Armed with these 
suggestions, the Executive Committee met in 
San Francisco in June and spent two days in 
selecting a list of committee members for sub- 
mission to the Board of Directors. Their nom- 
inations for committee appointments were dis- 
tributed to the Board of Directors and were 
officially approved by mail ballot. 

Following are the standing and special com- 
mittee appointments for the ensuing year: 


Executive Committee 


Arch Walls, M.D., Detroit, Michigan 
Stanley R. Truman, M.D., Oakland, California 
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U. R. Bryner, M.D., Salt Lake City, Utah 
Lester D. Bibler, M.D., Indianapolis, Indiana 


Finance Committee 


U. R. Bryner, M.D., Chairman 

413 Medical Arts Bldg., Salt Lake City, Utah 
Robert M. Lemmon, M.D., Akron, Ohio 
John R. Fowler, M.D., Spencer, Massachusetts 


Commission on Hospitals 


John O. Boyd, Jr., M. D., Chairman 
820 South Jefferson, Roanoke, Virginia 
Term expires 1953: 
Harry R. Mendelsohn, M.D. 
Cincinnati, Ohio 
John R. Bender, M.D. 
Winston-Salem, North Carolina 
Frederic Ewens, M.D. 
Manhattan Beach, California’ 
Term expires 1952: 
E. P. Hall, Jr., M.D., Fort Worth, Texas 
L. T. Henderson, M.D., Detroit, Michigan 
Paul S. Read, M.D., Omaha, Nebraska 
Term expires 1951: 
Charles Cunningham, M.D. 
Vineland, New Jersey 
Charles L. Farrell, M.D. 
Pawtucket, Rhode Island 
Harry Marchmont-Robinson, M.D. 
Chicago, Illinois 


Commission on Membership and 
Credentials 


W. B. Hildebrand, M.D., Chairman 

216% Main Street, Menasha, Wisconsin 
Term expires 1953: 

Malcolm E. Phelps, M.D., El Reno, Oklahoma 

Daniel Beltz, M.D., Los Angeles, California 

R. C. McElvain, M.D., Saint Louis, Missouri 
Term expires 1952: 

Norris M. Beasley, M.D. 

Fort Lauderdale, Florida 
Clyde W. Miller, M.D., Wichita, Kansas 
Murland F. Rigby, M.D., Rexburg, Idaho 
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Multiple Vitamin 
Deficiencies 


“, .. Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients | 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


~—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “‘practi- 
cal formula’’* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000°U.S.P. units 
Thiamine hydrochloride ....10 mg. . 


Niacinamide ...................... 150 mg. 
Ascorbic acid 150 mg. 


Bottles of 30, 100, and 1000 


Thiamine content raised to 10 mg. 


for true vitamin therapy .. . 


specify THERAGRAN® 
SQUIBB 


Term expires 1951: 
Harry W. Benson, M.D., Oakland, Nebraska 
Edwin H. Fenton, M.D., Detroit, Michigan 
James G. Simmons, M.D. 
Fitchburg, Massachusetts 


Constitution and By-Laws Committee 


Arthur S. Haines, M.D., Chairman 

7 Alfred Street, Mt. Lebanon, 

Pittsburgh 16, Pennsylvania 
T. E. Robinson, M.D., Salt Lake City, Utah 
David H. James, M.D., Memphis, Tennessee 
R. D. Bernard, M.D., Clarion, Iowa 
Sam Garlan, M.D., New York, New York 
Erroll W. Rawson, M.D., Seattle, Washington 


Publication Committee 


Arthur N. Jay, M.D., Chairman 

3120 North Meridian Street, 

Indianapolis, Indiana 
Stanley R. Truman, M.D., Oakland, California 
Herbert L. Hartley, M.D., Seattle, Washington 


Committee on Scientific Assembly 


Stanley R. Truman, M.D., Chairman 

Oakland, California 
T. E. Rardin, M.D., Executive Chairman 

2112 Arlington Avenue, Columbus, Ohio 
Joseph Lindner, M.D., Cincinnati, Ohio 
Merlin Newkirk, M.D., South Gate, California 
J. P. Sanders, M.D., Shreveport, Louisiana 
Walter C. Alvarez, M.D., ex officio 

Chicago, Illinois 


Committee on Liaison With Blue Shield 
Medical Care Plans and Medical Insurance 


J. S. DeTar, M.D., Chairman, Milan, Michigan 
H. K. Scatliff, M.D., Chicago, Illinois 

D. B. Barber, M.D., Alexandria, Louisiana 
Walter Porteous, M.D., Franklin, Indiana 
Arthur J. Offerman, M.D., Omaha, Nebraska 
T. Eric Reynolds, M.D., Oakland, California 


Building Committee 


John R. Fowler, M.D., Chairman 
125 Main Street, Spencer, Massachusetts 
M. B. Casebolt, M.D., Kansas City, Missouri 
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U. R. Bryner, M.D., Salt Lake City, Utah 
H. T. Jackson, M.D., Fort Worth, Texas 
W. A. Buecheler, M.D., Syracuse, New York 


Committee on Rural Health 


D. G. Miller, Jr., M.D., Chairman 
Morgantown, Kentucky 
Carroll B. Andrews, M.D., Sonoma, California 
Norman H. Gardner, M.D. 
East Hampton, Connecticut 
John Paul Jones, M.D., Camden, Alabama 
Allen T. Stewart, M.D., Lubbock, Texas 
Albert R. Bush, M.D., Hawkinsville, Georgia 
Fred A. Humphrey, M.D. 
Fort Collins, Colorado 


Commission on Education 


Merrill Shaw, M.D., Chairman 
1532 East McGraw St., Seattle, Washington 
Term expires 1953: 
M. B. Casebolt, M.D., Kansas City, Missouri 
Richard A. Mills, M.D. 
Fort Lauderdale, Florida 
Francis T. Hodges, M.D. 
San Francisco, California 
Term expires 1952: 
Lester D. Bibler, M.D., Indianapolis, Indiana 
Andrew S. Tomb, M.D., Victoria, Texas 
John F. Mosher, M.D., Coeymans, New York 
Term expires 1951: 
Ralph L. Rutledge, M.D., Alliance, Ohio 
Fount Richardson, M.D. 
Fayetteville, Arkansas 


E. L. Bernhart, M.D., Milwaukee, Wisconsin 


Medical Coordinating Committee 


Paul A. Davis, M.D., Chairman 
633 East Market Street, Akron, Ohio 
Ivan C. Heron, M.D., San Francisco, California 
R. B. Robins, M.D., Camden, Arkansas 
W. L. Pressly, M.D., Due West, South Carolina 
Advisory Members: 
Charles F. Wilinsky 
American Hospital Association 
H. G. Weiskotten, M.D. 
American Medical Association 
William S. McEllroy, M.D. 
Association of American Medical Colleges 
The Reverend John J. Flanagan, S.J. 
Catholic Hospital Association 
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Multiple Vitamin 
Therapy 


- Patients fare much better when 
[the deficiencies] are treated simul- 
taneously. . .. Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


Each Theragran Capsule 
gives your patient : 


Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000 U.S.P. units 


Thiamine hydrochloride .... 10 mg. 
5 mg. 
Niacinamide ...................... 150 mg. 
Ascorbic acid 150 mg. 


Bottles of 30, 100, and 1000 


When you want truly therapeutic dosages= 


specify THERAGRAN® 


SQUIBB 
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no excitation... 
no wakefulness 


Because the vasoconstrictor of Benzedrex Inhaler 

is a derivative of cyclohexane—not a 

derivative of benzene as is ephedrine—it produces 
almost no central nervous stimulation. 

Benzedrex Inhaler may therefore be freely used 

even by those individuals in whom such ephedrine-like 
effects as insomnia, restlessness, or nervousness 

are frequently encountered. 

Benzedrex Inhaler provides more rapid shrinkage, 
more complete shrinkage, and more prolonged shrinkage. 
Its clean, medicinal odor assures your patients’ 
cooperation between their treatments in your office. 


Smith, Kline & French Laboratories, Philadelphia 


Inhaler 


the best inhaler ever developed 


“Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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L. Howard Shriver, M.D. 

Blue Shield Medical Care Plans 
Walter Martin, M.D. 

American Medical Association 
B. R. Kirklin, M.D. 

Advisory Board of Medical Specialties 
E. J. McCormick, M.D. 

American Medical Association 
Dwight Murray, M.D. 

American Medical Association 
William S. Middleton, M.D. 

American Medical Association 


Commission on Public Policy 


R. B. Robins, M.D., Chairman 
111 Van Buren, Camden, Arkansas 
Term expires 1953: 
J. S. DeTar, M.D., Milan, Michigan 
Norman R. Booher, M.D., 
Indianapolis, Indiana 
Cyrus Anderson, M.D., Denver, Colorado 
Term expires 1952: 
H. Kenneth Scatliff, M.D., Chicago, Illinois 
James D. Hagood, M.D., Clover, Virginia 


1950 Hospital Consus 


Tue Council on Medical Education and Hos- 
pitals is now preparing its questionnaire for 
the 1950 annual census of hospitals. Three 
new questions concerning general practice de- 
partments will be included: 

(1) Does staff organization include a de- 
partment of general practice? (2) Is it modeled 
after the Manual of the American Academy 
of General Practice? (3) Are staff privileges 
in specialty divisions open to qualified gen- 
eral practitioners? 

The 1950 annual report of registered hos- 
pitals will be published early in 1951 and 
should provide the first complete and up-to- 
date survey on general practice departments 
in hospitals. 


William J. Shaw, M.D., Fayette, Missouri 
Term expires 1951: 
Dave F. Dozier, M.D., Sacramento, California 
Aaron H. Horland, M.D., 
Newark, New Jersey 
E. I. Baumgartner, M.D., Oakland, Maryland 


NORMAL DILUTION 
Dextrogen®+ Water = Formula 
1 fi. oz. 1% fl. ozs. 2% fi. ozs. 


(50 Cals. (20 Cal. 
fl. 02.) 


Co 
Ws: MILK 

IN WITH 4 
MALTOSe & DEXTROS 


ITION OF SMALL AMOUM 
HATE AND IRON 


* ADVERTISED TO THE MEDICAL PROFESSION ONLY. 
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The effective 
triple 
sulfonamide 
that eases 
your mind 
about possible 
toxic effects 


Pansulfa offers you the most reliable safeguards 
against crystalluria and renal damage. This 
effective triple sulfonamide contains sulfacetamide 
—the least toxic sulfonamide studied.* Your pre- 
scription for Pansulfa offers 


1 The established antibacterial power of three sulfas. 


2 less danger of crystalluria or renal damage. 


3 Uniform dosage—the thixotropic gel of the suspension 
assures even dispersion. Also available in palatable 


tablets. 
Pleasant tasting 
SULFACETAMIDE 
SULFAMERAZINE 
: Each teaspoonful or tablet contains 0.5 Gm. (7% 
gra) of the ropidty soluble sulfonamides 1:1:1 (Merrell) 
*see Lehr, D: Federation Proc. 8:315 (1949) “PANSULFA™ trade-mark 
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STATUS OF GENERAL MEDICAL OFFICERS IN ARMED FORCES 


As reported previously in GP, the Armed 
Forces Medical Departments need qualified 
general medical officers for their expanding 
forces. General practitioners entering the Serv- 
ices are assured the same treatment as specialists. 
Initial rank and pay will be based upon age, 
training, and experience. Advancement in rank 
will depend upon their demonstrated ability, 
skill, and judgment in carrying out their duti2s 
as general medical officers. Medical officers who 
show real ability in directing and operating mili- 
tary medical services will have no difficulty ad- 
vancing in both responsibilities and in grade. 

In response to a recent inquiry from Dr. Fran- 
cis T. Hodges, secretary of the California Acad- 
emy, regarding the utilization of general prac- 
titioners in the Army, Major General R. W. 
Bliss, Surgeon General, wrote in part: 

“I wish to assure you that the responsibility of 
the general practitioner in the Army Medical 
Service is an important one, and that he will re- 
ceive the same consideration as a specialist on 
matters of grade and pecuniary remuneration. 

“I feel that perhaps concern regarding the 
utilization of the general practitioner and the con- 
sideration he will receive in determining his com- 
missioned grade may have been stimulated as a 
result of our past concentrated effort to procure 
specialists in the various fields of medicine. If 
so, please permit me to explain that due to the 
limited number of specialists who elected to re- 
main in the military establishment at the termi- 
nation of World War II, this effort was made to 
meet the minimum requirement of such persons 
considered necessary to maintain the high stand- 
ards of the Army Medical Service. It should not 
_ be inferred that this effort was initiated with any 
intent to favor the specialists. 

“In all our commissioning regulations, the 


criteria for determining appointment in each of 
the various grades is equally applicable to the 
general practitioner and specialist. Further, the 
board of officers which evaluates each applicant 
has always been instructed to consider each phy- 
sician on his own merits. No change will be 
made in this policy. 

“Because of the critical period with which our 
nation is faced, the need for the general prac- 
titioner is increasingly acute. Any assistance you 
render in their procurement will be a significant 
contribution to the National Defense. 

“There is no intent to establish ‘two-castes of 
physicians’ within the Army Medical Service, 
and each physician applying for appointment as 
a medical officer will be evaluated on his own 
merits.” 

Rear Admiral C. S. Swanson, Surgeon Gen- 
eral of the U. S. Navy, expressed a similar atti- 
tude on the Navy's part regarding the utilization 
of general practitioners within that. service: 

“The rank and responsibility assigned medical 
officers is based upon their age and date of grad- 
uation from medical school and not on the basis 
of whether or not they are qualified as specialists. 
Be assured that the general practitioner in the 
Naval Service has an equal opportunity with the 
specialists, determined only by his professional 


aptitude and ability. 


“In the Naval Medical Corps, as in civilian 
practice, there is a much greater need for general 
practitioners percentagewise than exists for spe- 
cialists.” 

These statements provide additional clarifica- 
tion of the announced policy that there is no dis- 
crimination in the Armed Service against general 
practitioners as compared to specialists in regard 
to professional responsibility, rank pay, or other 
privileges. 


Help for the Crippled Child 


Sometimes when a physician has to care for a handicapped or crippled child, it will be well to 
advise the parents that.they can appeal for help to the National Society for Crippled Children 
and Adults, 11 South LaSalle Street, Chicago 3, Illinois. They publish each month a journal, 
The Crippled Child, which gives many hints for the help of handicapped children. The Society 


welcomes letters from physicians and laymen. 
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practical ideals 
diabetes 


EARLY DIAGNOSIS 


“The ideal detection center is in the private physician’s 
office.” This approach to widespread early diagnosis of 
diabetes can be practical when every routine examination 
of every patient includes urine-sugar analysis. Routine 
analysis, in turn, is more ptactical for the physician who 
uses Clinitest (Brand) Reagent Tablets. The test is simple, 
rapid and self-contained (no external heating). Results are 
known at once 


CLINITEST 


REAGENT TABLETS for urine-sugar analysis 


CONTROL 


“Generally, only the well controlled diabetic patient may 
expect to live to normal expectancy and without premature 
arterial degeneration.” * Here too, practicality recommends 
Clinitest. The Clinitest (Brand) Urine-sugar Analysis Set 
(a compact pocket unit) enables the patient, under the 
physician’s guidance, to make regular checkups simply, 
- accurately and conveniently. This is a practical guarantee 
of the patient’s cooperation without which adequate con- 
trol by the doctor is hardly feasible. 
Clinitest, reg. trademark 


Bibliography: (1) Wilkerson, H. L. C.: New York State J. Med. 49:2945 
(Dec, 15) 1949, (2) Sweeney, J. S.: Texas State J. Med. 45:623 (Sept.) 1949. 


/ AMES COMPANY, INC- ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 
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Civil DEFENSE PROGRAMS 


The organizational structure for the planning 
and operation of medical and health programs in 
national emergencies is now completed. It will 
be up to the medical profession to provide guid- 
ance and leadership in developing these pro- 
grams at the local level. Since general practition- 
ers will be expected to provide the bulk of medi- 
cal care in any emergency, it is imperative that 
they be familiar with the over-all picture and that 
they devote some time to these civil defense pro- 
grams. | 

On the national level the Health Resources 
Office of the National Security Resources Board 
is charged with the vital task of planning for use 
of the nation’s health resources in wartime. This 
Office, of which Dr. Norvin C. Kiefer is Direc- 
tor, will work closely with the recently formed 
Health Resources Advisory Committee. It will 
furnish a secretariat to the committee, headed by 
Dr. Howard A. Rusk, in addition to estimates 
and recommendations that the committee will 
need to advise NSRB on health mobilization 
policies. The Office is responsible for the plan- 
ning of programs dealing with the following 
problems that will arise in wartime: 

1. Mobilization, allocation, and utilization of all 
personnel necessary for wartime health serv- 
ices in public health work, hospitals, clinics, 
homes, military services, etc. This personnel 
includes physicians, nurses, sanitary engineers, 
dentists, veterinarians, pharmacists, techni- 
cians, and all other trained health personnel. 
. Environmental sanitation services, including 
water, food, and milk sanitation; insect and 
rodent control; emergency housing and shel- 
ter sanitation; water pollution control; health 
aspects of sewage, refuse and waste disposal; 
sanitation on common carriers; and similar 
activities. 

. Veterinary medical services, including the 
care of sick animals, the prevention of disease 
in our animal population, the prevention of 
spread of disease from animals to man, and 
the inspection of meat and other animal food 
products. 

- Utilization of health facilities, including hos- 
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pitals, clinics, laboratories, suitable quarters 

for emergency health activities, and similar 

institutions and buildings. 

5. Provision of all health equipment and sup- 
plies, medicinals and chemicals, biologic prep- 
arations, and blood and blood derivatives. 

6. Recommendations to assure maintenance of 
essential teaching and research in health fields, 
including provisions for exemption from mili- 
tary service of teachers and students in cer- 
tain categories. 

Within each state it is expected that the State 
Health Department will be charged with the 
responsibility of developing and operating health 
and medical programs for handling emergencies 
due to attack. 

The State Health Departments, as the oper- 
ating agencies of medical and health defense pro- 
grams, will be expected to: prepare a list of 
medical supplies needed and build up stockpiles 
in advance for emergencies; establish and train 
medical teams to operate emergency receiving 
stations and hospitals; prepare plans for the pro- 
curement of blood and blood substitutes; develop 
plans for mass immunization and emergency 
sanitary measures to prevent epidemics of com- 
municable diseases; develop and operate training 
programs for physicians on the care and treat- 
ment of burns, shock, traumatic injury, radiation 
sickness; and take precautionary measures against 
chemical and bacterial warfare. 

The A. M. A.’s Council on National Emer- 
gency Medical Service has provided each state 
medical society with an outline of procedures 
for developing a sound medical program for civil 
defense on a state level. It is recommended that 
each society appoint a Committee on Emergency 
Medical Service. The Council, of course, will 
work though these state committees and will 
expect them to provide: 

1. Liaison between the State Medical Society 
and: 

(a) Constituent county and local medical so- 
ciety Committees on Emergency Medical 
Service. 


(b) Committees on Emergency Medical Serv- 


THE 


EFFECTIVE HEMATINIC 
FOR THE ANEMIAS OF .... 


EFFECTIVE 
HEMATINIC 

FOR 

ALL HYPOCHROMIC ANEMIAS..... HEMOSULES* ‘Warner’ 


The recommended daily dose of 
6 HEMOSULES* provides... 


15 grains of dried Ferrous Sulfate, U.S.P., equivalent to 285 mg. 
of assimilable iron or 28 x M.D.R.t 


Thiamin hydrochloride (Vitamin B;) 6.0 mg. (6 x M.D.R.t) 
Riboflavin (Vitamin Bz) 6.0 mg. (3 x M.D.R.t) 
Ascorbic acid (Vitamin C) 90.0 mg. (3.x M.D.R.F) 
Niacinamide** 24.0 mg. 
Pyridoxine hydrochloride (Vitamin Ba)*** 3.0 mg. 
d-Panthenol (equiv. to 3.0 mg. 

Pantothenic acid)*** 2.82 mg. 
Folic acid*** 1.2 mg. 
Liver Fraction 2 (15 grs.) 972.0 mg. 


*Trade Mark 
tMinimum daily adult requirement. ur 


**The minimum daily requirement for niacinamide has not been We I L L I A M R. W A R N E R 
Division of Warner-Hudnut, Inc. 
***The pyridoxine hydrochloride, pantothenic acid and 
fale arid in bomen hes vat been NewYork ©  LosAngeles St. Louis 
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ice of other State Medical Associations. 
(c) Council on National Emergency Medical 
Service of the American Medical Asso- 
ciation. 
(d) Other professional groups and disaster 
‘services. 

2. Study of civil defense problems, inventory of 
health resources within these states, prepara- 
tion of medical plans and co-ordination with 
other services. 

3. Assist in medical mutual assistance agree- 
ments between states. 

4. Education: 

(a) Professional (atomic, biologic, chemical, 
psychologic and radiologic warfare, etc.). 
Cb) Lay public: 
(1) First aid Cin conjunction with other 
services ). 
(2) Factual knowledge of medical as- 
pects of the newer warfare agents. 


In certain areas it may be necessary to cross 
city, county, and state boundaries and to form 
regional Emergency Medical Service Committees 
for Metropolitan areas. 

It is important that general practitioners are 
represented on these committees both at a state 
and at a local level. Since large groups of people 
in many areas may well be dependent upon the 
ability of general practitioners to establish emer- 
gency hospitals and to render complete medical 
services, it is imperative that state chapters of the 
Academy confer with the Committee on Emer- 
gency Medical Care of their state medical soci- 
eties to assure adequate representation. 

Close co-operation and support by the medical 
profession is essential to the success of any dis- 
aster program. The importance of expedient 
planning and real preparation cannot be over- 
emphasized, and such planning requires the full 
co-operation of every physician. ; 


UNTIL her physician can observe and treat her 
symptoms, many a woman, even today, faces the 
failing fires of the menopause with confusion . . . 


Physicians who are no longer satisfied with the limited action 
of replacement therapy alone, are electing to use a MORE 
COMPREHENSIVE TREATMENT for menopausal disturbances. 
Specifically designed for this purpose, Tablet Phen-Orivan, 
Dorsey provides, in addition to estrogenic substances: 
Thyroid to stimulate metabolism and promote a feeling 
of well being; phenobarbital and hyoscyamus to hasten 
relief by sedative and antispasmodic action. 


To treat the entire symptom complex, and to avoid a tendency 
to overtreat which may prolong the menopausal syndrome, 
Tablet Phen-Orivan is proving an extremely useful aid to 
therapy. Have you prescribed it? 


EACH TABLET PHEN-ORIVAN, DORSEY CONTAINS: 


\ Estrogenic substances from pregnant mares’ urine, in their 
\ , | naturally occurring, water-soluble, conjugated form, ex- 
} pressed as sodium estrone sulfate............. 0.25 mg. 

TABLET 


PHEN-ORIVAN, Dorsey 


THE SMITH-DORSEY COMPANY, LINEOLN, NEBRASKA e BRANCHES AT LOS ANGELES AND DALLAS 
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Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 


— if tissue rehabilitation® and return to health‘ are 
\ to be expedited. * Allbee with C ‘Robins’ provides this all-important 
\ “saturation dosage” in convenient capsule form. It incorporates 
\ 


the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.! 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 


\ Ethical Pharmaceuticals of Merit since 1878 
\ FORMULA: Each Allbee with C capsule contains: 
\ Thiamine hydrochloride (Bz) 15 mg. 
Riboflavin (Bz) 10 mg. 
\ Nicotinamide 50 mg. 
\ Calcium pantothenate 10 mg. 
\ Ascorbic acid (C) 250 mg. 
\ REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 
\ Postoperative Care, J.A.M.A., 141:641, 1949. 2, Jolliffe, N. and Smith, J. J.: 
\ Med. Clin: North America, 27:567, 1943. 3. Kruse, H. D.: 


Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 


allbee’ 
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GENERAL PRACTICE DEPARTMENTS 


How many hospitals have general practice de- 
partments? Do small hospitals need separate de- 
partments? In how many hospitals do general 
practitioners make up fifty per cent or more of 
the active staff? In an attempt to collect some 
data on this subject, a card questionnaire was 
sent to 5,906 registered hospitals in the United 
States, along with the Academy’s Manual on the 
Establishment and Operation of a Department of 
General Practice in Hospitals. The information 
requested was: 

1. Does the medical staff organization 
include a general practice depart- 
ment? Yes........ 

2. Do general practitioners have equal 
opportunity with specialists to qual- 
ify for and obtain clinical privileges? 


3. What percentage of the Active Staff 
is composed of general practitioners? 


In a survey such as this, much depends upon 
the reporting person’s interpretation of the terms 
used. The card questionnaire was sent out with 
the Manual so the hospital administrator or su- 
perintendent who returned the questionnaire 
promptly had not had an opportunity to acquaint 
himself with the Academy’s definition of a gen- 
eral practice department, or recommendations re- 
garding privileges for general practitioners. 

It is recommended that the information and 
data presented here be recognized as to its limi- 
tations, and it should be understood that this 
survey is part of a program to develop a better 
understanding among hospitals and general prac- 
titioners as to the problems involved. 

The Manual of the American Academy of 
General Practice was set up as a guide for med- 
ical staffs in hospitals. It is expected that the 
Academy's recommendations would apply _pri- 
marily to well-departmentalized hospitals, but 
local conditions and customs should be consid- 
ered in establishing a department and adjust- 
ment made in the recommended procedure. The 
success of a general practice department depends 
on the local general practitioners, who must de- 
sire such a department and be willing to devote 
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IN HOSPITALS 


the necessary effort and time to make it function 
properly. 

Replies were received from 375 hospitals; 340 
of these were general hospitals. In 37 per cent 
of the hospitals reporting, general practitioners 
made up 76 to 100 per cent of the active staff; 
in 17 per cent, general practitioners made up 51 
to 75 per cent; therefore, in 54 per cent of the 
hospitals reporting, general practitioners made up 
over 50 per cent of the active staff. In only two 
per cent of the hospitals reporting were there no 
general practitioners on the active staff. It should 
be kept in mind that these ratios apply only to 
the hospitals that reported. We cannot assume 
that these hospitals provide a representative sam- 
ple of all general hospitals. These figures do in- 
dicate to some degree the situation of general 
practitioners in hospital staff organization. 


Table One 


Total Number Per Cent of Hospitals Reporting 
of Hospitals 51-100 per cent of active staff 
Size of Hospital Reporting as general practitioners 


50 Beds orless . 97 91 
51-100 Beds . . 86 62 
101-150 Beds .. 47 47 
Over 150 Beds . . 110 19 


It is well known that most specialists practice 


in the cities where the large hospitals are located, 


so the situation revealed by these figures was ex- 
pected. However, the figures in Table One in- 
dicate that general practitioners make up an im- 
portant part of the medical staff in many large 
hospitals as well as in the small ones. 

The ratios on the number of hospitals with 
general practice departments and the per cent of 
hospitals that stated that general practitioners 
have equal opportunities with specialists in ob- 
taining staff privileges are more significant. 


Table Two 


Per Cent of Hospitals Per Cent of Hospitals 
Reporting General Reporting Equal Oppor- 
Size of Hospital Practice Department _tuntities for Privileges 


50 Beds or less . 62 99 
51-100 Beds . . 43 90 
101-150 Beds. . 49 89 
Over 150 Beds . . 54 91 


Nisulfazole 


does not cure 


Chronic Uleerative e This new, specialized sulfonamide 
ee does raise to a higher standard the 
Colitis! chemotherapeutic aspect of the “truly 


miserable affliction.” 

A recent finding has been advanced 
as the immediate cause of nonspecific 
ulcers in the colon. If sustained, this 


engaging concept will remove much of 
the unruliness of the disease; the 
unpredictability of treatment. 
Meanwhile the proven facts have 
led clinicians to say that “Nisulfazole 
has given better results than any therapy 
previously used.” And “its efficacy in 
controlling the active stages of ulcer- 


ative colitis is unquestioned.” 
Nisulfazole (paranitrosulfathiazole ) 
carries a nitro radical on its benzene 
nucleus. It is easily administered 
directly into the colon, to act locally. 
it does not enter the circulation sig- 
ificantly ; no systemic toxicity is seen, 


even though administration is continued. 


> 


Nisulfazole’ 


10% Suspension 
is supplied in wide mouth bottles of 296 cc (10 fl. oz.) 
George A. Breon e. Company 


1450 BROADWAY, NEW YORK 18, N, Y. 
CHICAGO 

ATLANTA 

DALLAS 

RENSSELAER, N. Y. 

SAN FRANCISCO 
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Roughly one-half of the hospitals reporting 
have general practice departments, and in at least 
90 per cent of the hospitals, the person report- 
ing for the hospital believes that general prac- 
titioners have equal opportunity with specialists 
in obtaining privileges in the hospital. As indi- 
cated in Table Two, there is not much variation 
in regard to these two factors according to size 
of the hospital, although one would presume that 
the small hospitals in which general practition- 
ers make up the majority of the active staff 
would have no need for a separate general prac- 
tice department. It is possible, of course, to con- 
sider that a staff 75 per cent of which is made 
up of general practitioners is functioning as a 
general practice department. One would also 
expect that in the large hospitals general prac- 
titioners would have less opportunity to obtain 
privileges than specialists. 

One of the conclusions to be gained from this 
survey would appear to be that the majority of 
the hospital administrators are either not ac- 
quainted with the Academy's program, or are 
too busy with other activities to supply the de- 
sired information. We are deeply indebted to 
those hospital administrators who took the time 
to fill out the card questionnaire. We sincerely 
regret that not enough replies were received to 


provide a fair representation of all general hos- 
pitals, but feel that considerable progress has 
been made if one-half of the general hospitals 
covered in this survey have general practice de- 
partments. 

The fact that over 90 per cent of the adminis- 
trators of the hospitals covered in this report be- 
lieve that general practitioners have equal oppor- 
tunity with specialists in obtaining privileges 
may be due to the small number of returns. It 
is possible that only administrators of hospitals 
which had recognized the importance of provid- 
ing opportunities for all physicians in the com- 
munity to make use of the hospital answered the 
questionnaire. On the other hand, if these hos- 
pitals are a representative group of all general 
hospitals, then there are very few restrictions on 
general practitioners so far as the hospital ad- 
ministrators are concerned. 

It is also possible that there is considerable 
difference of opinion on this subject of equal 
opportunities. In any case, more discussion at 
the hospital staff level on the relationship be- 
tween specialist and general practitioners, and on 
the responsibilities and functions of all physi- 
cians in hospitals should prove to be an effective 
method of finding solutions to the particular 
problems of a given hospital. 


A resolution pointing out the importance of 
general practice in the care of the sick was 
adopted at the Thirty-Fifth Annual Convention 
of the Catholic Hospital Association held in 
Milwaukee, Wisconsin, June 12 to 16, 1950. 
It reads: 

“Since the Catholic Hospital Association is 
interested in the quality of all types of medical 
practice and since the general practice of medi- 
cine is most important for the total care of the 
sick, Be Ir Resotvep, That the members of this 
Association formally extend recognition to the 
general practitioner of medicine as an important 
factor in over-all medical care for the majority 
of patients through more adequate provisions for 
this special field of practice in their medical 
staff by-laws and regulations. That the Catholic 
hospitals actively assist in every way possible in 
advancing the competence and professional status 
of the general practitioner through especially 


physicians in a community indicate that there 


organized educational programs having as their 
objective the presentation of basic and advanced 
materials designed to qualify him for broader 
and more effective service to the community.” 
This resolution complements the recent action 
of the House of Delegates of the American 
Medical Association in commending the Acade- 
my on its program for integrating general prac- 
titioners in hospital staffs. The previous resolu- 
tions adopted by both the American Medical 
Association and the American College of Sur- 
geons regarding staff privileges for all qualified 


is agreement on policy and objectives among the 
various organizations concerned. It would appear 
that most problems on privileges in hospitals 
could be solved at. the local level within the 
framework of staff organizations recommended 
by the Academy and in keeping with the stated 
policy of the medical and hospital associations. 
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Carbonated Beverages 
asa 
Digestive Aid 


A leading authority’ in the field of 
pharmacology states that carbonated 
water hastens absorption, increases se- 
cretion of acid gastric juice, and acts as 
a carminative. It is especially useful 
against nausea. Experimentally, it pro- 
duces marked augmentation of gastric 
contraction and of the pyloricdischarge, 
apparently due to parasympathetic 
action. 


Carbonated beverages, therefore, in ad- 
dition to being pleasant, palatable, and 
zestful, are pharmacologically sound. 
They are an excellent means of supply- 
ing quick energy. 


Sweetened carbonated beverages con- 
tain an average of 100 calories per eight 
ounces, which is rapidly assimilated and 
transformed into quick energy. When 
the 7 basic foods recommended in spe- 
cified amounts by the Food and Nutri- 
tion Board of the National Research 
Council are consumed, carbonated bev- 
erages serve beneficially as caloric sup- 
plementation of the essential dietary 
requirements. 


1Soliman, T., A Manual of Pharmacology, 7th - 
ed., W. B. Saunders Co., Phila., 1948; p. 694. 
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CHAPTER NEWS 


THE FIVE-MAN COMMITTEE appointed by the 
Board of Trustees of the American Medical As- 
sociation to study the workings of the British 
health system arrived in London last January 4. 
Representing the general practitioners was Dr. 
U. R. Bryner of Salt Lake City, treasurer of the 
Academy. The complete report of this committee, 
which spent more than six weeks in England, 
appears in the August 19 issue of the Journal of 
the American Medical Association. 

At the invitation of the Indiana State Medi- 
cal Association, officers of the Section on Gen- 
eral Practice, under the guidance of Dr. Clar- 
ence Rommel, served as guest editorial board for 
the August issue of the Association’s Journal. 
The scientific and special articles for the General 
Practice Issue were planned and edited by the 
guests. 

The Milwaukee (Wisconsin) chapter cele- 
brated its first birthday August 2. This organiza- 
tion now has approximately 200 members. Pres- 
ent officers are: President, Dr. John McCabe; 
president-elect, Dr. Joseph Griffith; treasurer, Dr. 
Stanley Hollenbeck; and secretary, Dr. Donald 
Ausman. 

Dr. George Forkin, president of the Wiscon- 
sin chapter, has recently been elected to the Edi- 
torial Board of the Wisconsin State Medical Jour- 
nal. Dr. William B. Hildebrand, secretary-treas- 
urer of this group, informs us that plans are just 
about completed for the Second Annual Scien- 
tific Session to be held in Madison November 7 
and 8. In charge of arrangements is Dr. Royden 
Collins. 

Questionnaires designed to obtain information 
about hospital facilities were recently submitted 
to every M.D. and every registered hospital in 
the state of Wisconsin by the Wisconsin chap- 
ter through its Committee on Hospital Rela- 
tions. A plan will be formulated from the data 
received to aid the general practitioners in pro- 
curing these facilities. 

The British people won’t be able to obtain 
free shaving soap and toilet articles from the 
physicians any more. According to an article in 
The New York Times, a joint subcommittee of 
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the General Practitioners Advisory Committees 
in England, Scotland, and Wales ruled that pre- 
scriptions for free toilet articles carried a good 
thing too far. 

GP's editor, Dr. Walter Alvarez, was a guest 
speaker at the 7th Annual Meeting of the Amer- 
ican Medical Writers’ Association held in Spring- 
field, Illinois, September 27. 

On November 4, Doctor Alvarez will address 
members and guests of the Spokane (Washing- 
ton) County chapter at its Third Annual 
Meeting. 

President of the American Medical Associa- 
tion, Dr. E. L. Henderson, was the key speaker 
at the annual meeting of the Uteh chapter in 
Salt Lake City September 7, 8, and 9. The sub- 
ject of Doctor Henderson’s address was “The 
Role of the Family Doctor in American Medi- 
cine. 

Arrangements for the Second Annual Scien- 
tific Assembly of the California chapter to be 
held November 8, 9, and 10 in Sacramento have 
just about been completed. Scientific papers will 
be presented by twelve leading medical authori- 
ties. Dr. Walter Alvarez will deliver the Stanley 
R. Truman Lecture, and Dr. Philip Thorek, the 
Ivan C. Heron Lecture. Chairman of local ar- 


- rangements is Dr. John Rovane. 


Another chapter's plans are well underway for 
an annual meeting. The linois group will hold 
its Third Annual State Meeting in Springfield 
October 22 and 23. About five hundred physi- 
cians are expected to attend. Dr. Carleton Smith 
of Peoria is in charge of arrangements. 

The publication of the California Academy of 
General Practice, the News, now has a circula- 
tion of 5,000. Dr. John G. Walsh, editor, in- 
forms us that the News reaches every general 
practitioner in the state. 

The Mobile (Alabama) chapter held a post- 
graduate seminar at Mobile June 29. Following 
the presentation of papers, a discussion period 
was held. Dr. George Newburn, Jr., of Prichard 
was in charge of the meeting. 

A 14-week series of meetings which have been 
designed to meet the needs of the general prac- 


Otomycosis: “One of the best fungicides 
is CRESATIN® (metacresylacetate) applied 
once daily on wicks of cotton or gauze...” 
(Modern Medicine 15:16, 1947) 

“Another procedure is to utilize CRESATIN 
which is not only a fungicide but 
possesses some analgesic properties... 

In the average case without complications, 
objective and subjective improvement 
frequently occurs within six to twelve days.” 
(Fabricant, N.D.: Eye, Ear, Nose 

& Throat Monthly, 25:508, 1946) 
**Metacresylacetate—marketed under the 
trade name of CrESATIN—has proven 
most satisfactory in the treatment of 
mycotic otitis externa of all degrees, 
including those patients in whom 
furunculosis or cellulitis 

are complicating factors.” 

(Gill, W.D. : Military Surgeon, 99 :192, 1946) 


Cresatin.. 


Metacresylacetate (Sulzberger) 


lend an ear 


SHARP 
DOHME 


CRESATIN (Sulzberger), a non-escharotic 
antimycotic, antiseptic and analgesic, 

is indicated in infections of the nose, ear, 
mouth, and throat, mycotic infections of 
the external ear and of the feet, and in 
dental practice, for disinfection of root 
canals and sockets. Supplied in bottles 
of 1 fluidounce. 3 

Sharp & Dohme, Philadelphia 1, Pa. 
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titioner will be presented by the New York City 
Department of Health. The lectures will be 
given on consecutive Saturday mornings, begin- 
ning September 9 and ending December 16. No 
fee or registration are required for the informal 
sessions which will be held in the Health De- 
partment Building in Manhattan. 

The Medical Staff of the Medina Community 
Hospital will present its Third Annual Hospital 
Day October 4 in LeRoy, Ohio. Speakers in- 
clude Drs. W. J. Gardner, A. C.»Corcoran, H. R. 
Rossmiller, and G. W. Crile, Jr. A social hour 
and dinner will follow the program. 

October 27 is the date of the Arkansas chap- 
ter’s Annual Fall Assembly in Little Rock. Pro- 
gram chairman is Dr. M. D. McClain. 

Plans are well underway for the 1950 Annual 
Assembly and Convention to be held by the 
New York chapter October 16, 17, and 18 in 
Rochester. Dr. Floyd C. Bratt is in charge of the 
program. Co-chairman is Dr. John H. McGavern. 

The General Practitioners Study Club of 

Greater St. Louis (Missouri) announces several 
programs of interest to general practitioners. The 
programs to be presented are as follows: October 
18, “Types of Superficial Cancer Suitable for 
Treatment by the General Practitioner”; Novem- 
ber 15, “The Significance of Headache to the 
General Practitioner”; and December 20, “Low 
Back Pain.” 
_ The Illinois chapter announces a_postgradu- 
ate course in General Practice to be held once 
weekly October, 1950, through June, 1951. These 
courses will be given throughout the state. Fur- 
ther information will be available from regional 
chapters. 

A scientific program will be presented at the 
Third Annual Meeting of the American Associ- 


ation of Blood Banks, October 12 to October 14 - 


in Chicago. Both commercial and scientific ex: 
hibits will be shown. The sessions will be held 
at the Stevens Hotel. 

The Lovisiana chapter held its Fourth An- 
nual Assembly at Shreveport, September 29 and 
30. A banquet and dance were held following 
the scientific program. The Tri-State Medical 
Assembly, the Shreveport Medical Society, and 
the Fourth District Medical Society were guests 
of the chapter. 

The American College of Physicians is spon- 
soring a series of postgraduate courses through- 
out the months of October, November, and the 
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Ants in the 
Printers Plants 
Sharp Student 


Dr. W. S. left Saturday for New 
York City to take postgraduate work at Co- 
lumbia university. He is expected home Sun- 
day—Kankakee (Ill.) Republican News. 


Works Both Ways 
Lira S____, little daughter of Mr. and Mrs. 
Almo S_____, had tonsils returned at the Holy 
Name Family hospital in La Porte May 27.— 
Stark County (Ind.) Democrat. 


With Trimmings 
Tue International College of Surgeons in- 
vites you to a luncheon at St. Gotthard’s 
tavern in St. Helena. Price: $10 per plate, 
ladies included.—Daily Press. 


Today’s Special 
RamtirtH Brann oil: Best brain tonic. 
Ends baldness, increases memory, insures eye- 
sight, imparts sound sleep, removes gray hair, 
stops falling hair, removes dandruff. Rupees 
3/8 (about a dollar) per bottle.—As adver- 
tised in a Bombay (India) Newspaper. 


The Hidden Story 

Mrs. Wy.ie of Wymore, who gave 
birth to a fine boy Tuesday at the Mennonite 
Hospital, is reported as getting along nicely. 
Her uncle, N. A. of Lincoln, who 
also suffered a broken leg in the same acci- 
dent, is recovering at Hill’s Sanitarium.— 
Wymore (Maine) Banner. 
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The cardinal objective in 
managing hypertension is to keep 
the blood pressure down and 
thus prevent or postpone the 


damage to the heart, brain, 
retina and kidney. 


Rutol provides the sustained, 
well tolerated vasodilative action 
of mannitol hexanitrate, the 
sedative action of phenobarbital 
and the prophylactic effect of 


ae eer 10 mg. (1/6 gr. approx.) 
PHENOBARBITAL. . . ... . 8 mg. (1/8 gr.) 


rutin!-? on capillary fragility with 
bleeding tendency. 
Mannitot HexanirraTeE . . . 16 mg. (1/4 gr.) 


Bottles of 100, 500 and 1000 tablets. 1, Griffith, J. Q., Jr., and Associates: Proc. Soc. 


Exper. Biol. & Med., 55:228, 1944. 
2. Shanno, R. L.: Amer. J. Med. Scl., 211:539, 1946, 
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first part of December. “The Physiological Basis 
of Internal Medicine” is the subject for the week 
of October 9 to 14. It will be presented at Duke 
University School of Medicine, North Carolina. 
“Critical Problems in Internal Medicine” is the 
topic for the course at the University of Chicago 
CIllinois) School of Medicine October 23 
through October 27. At the Institute of Allergy 
at Roosevelt Hospital in New York, a session on 
“Clinical Allergy” will be held. November 6 to 
11, “Recent Developments in Medicine” will be 
presented at the University of Utah College of 
Medicine at Salt Lake City. At the Mayo Clinic 
and Foundation, Rochester, Minnesota, on No- 
vember 27 through December 2, a course in 
“Peripheral Vascular Diseases Including Hyper- 
tension” will be given. Registration fee for all 
nonmembers of the College of Physicians is 
$60.00 per week. (Courses to be held during 
December will be carried in the November 
Chapter News Section.) 

A postgraduate course in medicine and sur- 
gery will be given at Emory University School 
of Medicine, Atlanta, Georgia, October 9 to 13. 

A co-ordinated program of residency training 
and postgraduate courses for general practice has 
been developed in Virginia through the co-oper- 
ation of the Virginia Chapter, the Medical So- 
ciety, the Medical College, and the Medical 
School of the University of Virginia. 

The residency pregram of the two medical 
schools utilizes ten general hospitals throughout 
the state in addition to their own teaching hos- 
pitals. Once or twice a month a team of instruc- 


tors from the medical schools visits the hospitals 
to conduct bedside clinics. All physicians in the 
locality are invited to attend these clinics and to 
present cases for study and discussion. 

The Medical Society of Virginia has organized 
a program of circuit courses to be given through- 
out the state. These courses will consist of well- 
planned symposia of one or one-half day 
duration. Various members of the Medical School 
faculty will assist in developing and conducting 
these meetings. 

The two Medical Schools will also provide 
special short clinical courses for practicing phy- 
sicians from time to time. All of these programs 
are approved for formal study credit by the Vir- 
ginia Chapter, and fall within the Academy’s 
definition of formal postgraduate study. 

Dr. Harold C. Leuth, Dean of the University 
of Nebraska College of Medicine, has recently 
reported on the progress of the preceptor train- 
ing program now being carried out at the Uni- 
versity hospital. “The program is an elective 
course given between the junior and senior years 
and during the remainder of the senior year. The 
senior year has been divided into four portions. 
The students are required to take senior hospital 


_ clerkships, dispensary work, and didactic work 


and may engage in the preceptor training if they 
desire.” Dr. Leuth says there has been an excel- 
lent response from their preceptors, and six men 
are now working with the preceptors. He further 
states that the preceptors themselves are very 
pleased with the men and feel that it is an ideal 


__ way of teaching general practice. 


“All in favor say AH-H-H!” 
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Can that “Sore Throat” 


THE DOUBLE-CLEANSING 
THERAPEUTIC GARGLE 
Cépacol is widely prescribed and 
recommended for: 

© Sore throat associated with the 
common cold and influenza 

Tonsillitis 

¢ Pharyngitis 

¢ Pre- and post-tonsillectomy 

¢ Irritation from postnasal drip 

Alkaline, non-toxic . . . ideal for 

daily use as gargle or spray. 


patient get BOTH?......] 
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THE FIRST NATIONAL CONFERENCE 
ON CARDIOVASCULAR DISEASES 


Tue First National Conference on Cardiovas- 
cular Diseases, held in Washington, D. C., last 
January, set a new milestone in our approach to 
this important field of study. It brought together 
196 distinguished professional and lay leaders to 
clarify what we know about cardiovascular dis- 
ease and how that knowledge may best be 
applied. 

Because “the success of any heart control pro- 
gram will be predicated on the degree of effec- 
tive physician leadership,” the findings and rec- 
ommendations of the Committee on Physician 
Education presented one of the highlights of 
the three-day Conference. This Committee was 
under the chairmanship of Dr. Ward Darley, 
dean of the College of Medicine, University of 
Colorado, and included two other men well 
known to members of the American Academy of 
General Practice: Dr. Stanley R. Truman, pres- 
ident, and Mac F. Cahal, executive secretary. 

The balance of this article is devoted to those 
portions of the report on the Committee which 
will be of particular interest to general prac- 
titioners. 

Four levels of educational activity were con- 
sidered: 

1. Undergraduate education (the four years 
of medical school). 

2. Intern training (the one or two years on- 
the-job training following graduation from medi- 
cal school). 

3. Graduate training (the formal full-time 
training necessary for specialization). 

4. Postgraduate training (continuing educa- 
tion for those physicians engaged in active prac- 
tice). 

Much of the discussion was of a general and 
philosophic nature and had to do with the con- 
sideration of how to stimulate interest in cardio- 
vascular health and disease and how to satisfy 
this interest. In fact, the discussion was general 
enough so that most of the points raised could 
be applied to the consideration of almost any 
area of health and disease. However, since a 
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very appreciable portion of all phases of medi- 
cal practice is concerned with cardiovascular 
problems, the importance of slanting this state- 
ment to this area was emphasized. Furthermore, 
it is increasingly clear that the proper evalua- 
tion and care of the patient with cardiovascular 
disease is impossible without a sympathetic ap- 
preciation of the fact that many of these dis- 
eases require long-term care and demand an 
understanding of not only their physical but 
also their social, psychologic, and economic as- 
pects. 

In the discussion of the four levels of medi- 
cal education, it was apparent that there was 
much that was common to all: 

1. A need for better training in sciences basic 
to medicine—particularly cardiovascular health 
and disease. It was felt that there was also a 
need for better clinical training in these areas. 

2. A need for emphasis concerning the emo- 
tional, environmental, and community aspects of 
disease. 

3. A need for educational experiences deal- 
ing with the continuing care of the individual 
and his family, whether sick or well. 

4. A need for stimulating a continuing and 
active interest in the general community health 
and well-being and in the development, mainte- 
nance, and improvement of local health and 
medical care resources. 

5. A need for deliberately executed educa- 
tional experiences in teamwork among the various 
health professions and subdivisions. 

6. A need for an appreciation of and active 
interest in the broad field of preventive medi- 
cine, not only the prevention of actual pathology 
or actual disease, but also the prevention of com- 
plications, sequelae, chronicity, and disability as 
the result of cardiovascular disease or of associ- 
ated or complicating conditions. 

7. A need for investigation of the value of 
educational activities dealing with the above 
groups of interest. 

8. A need for the examination of current and 
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potential methods of understanding and serv- 
ing individuals, whether sick or well. 

9. Since it seems apparent that medicine is 
assuming many of the aspects of a social science, 
the committee felt that the development of re- 
search in the social sciences basic to these inter- 
ests was important. 

Educational methods that might be effective 
in turning these rather philosophic interests into 
practical service were discussed. It was felt that 
while conventional methods might play a part, 
field or in-service experiences embodying stu- 
dent participation and responsibility under proper 
supervision and built around well-organized dis- 
cussion exercises would be essential. 

Most of the report focuses on the training of 
general or family physicians, with particular em- 
phasis upon the continuing education of gen- 
eral practitioners in active practice. 


Training of General Practitioners 


There is general agreement that the average 
one-year internship does not provide adequate 
preparation forthe demands of general prac- 
tice. Several possible mechanisms exist for proper 
training after completion of the formal medical 
school experience: 

1. A two-year rotating internship tailored spe- 
cifically for the individual entering general 
practice. 

2. A residency of one or more years, starting 
after the completion of a one-year internship, 
and also designed specifically for the individual 
entering general practice. 

The content of these programs should be based 
upon the relative importance of cardiovascular 
disease in the general population, and should in- 
clude fundamental training in the basic science 
and clinical aspects of this group of diseases as 
well as their socio-economic and rehabilitative 
implications. Experience leading to an under- 
standing of the value of radiologic, electrocardio- 
graphic, and other techniques should be included 
in these programs. 


Postgraduate Education 
Although the postgraduate education of spe- 


cialists (including internists, pediatricians, and 
others who come in contact with cardiovascular 
disease) is essential for use of new technical 
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Here is more news for convention-goers! For 
the convenience of those who feel that they 
cannot take the Hawaiian tour immediately 
following the San Francisco Assembly, an- 
other interesting itinerary has been provided. 
The Kirkland Travel Service has arranged a 
17-day convention trip which will take care 
of all hotel and travel accommodations pre- 
ceding, during, and after the Assembly meet- 
ings. 

A special train will carry Midwestern con- 
vention-goers to and from San Francisco. On 
the way, stops will be made at Denver, Glen- 
wood Springs, Salt Lake City and Feather 
River Canyon. The postconvention trip fea- 
tures four days of sight-seeing and relaxation 
in Los Angeles, where guests will be given 
choice double rooms in the Biltmore Hotel. 
A sight-seeing trip will include visits to the 
broadcasting studios, Griffith Park, Aimee 
Semple McPherson’s million-dollar Angelus 
Temple, Hollywood Bowl, and luncheon at 
the famous Farmers’ Market. In the evening, 
guests will attend a dinner party at Earl | 
Carroll’s theatre-restaurant. Leaving Los An- 
geles, the travelers will stop at Grand Canyon 
for a day before returning home. 

Rates for this trip are $329.72 per person, 
leaving from Kansas City. For those who 
leave from Chicago, the rates are $357.65 per 
person. All rates are based on two persons to 
a bedroom. 


_knowledge, the continuing education of the gen- 


eral practitioner is of the first importance. It is 
unfortunate that the demands upon the average 
general practitioner make it extremely difficult 
for him to spare time for continuing education. 
Hence the committee recommends that educa- 
tional programs be individualized so that men 
practicing under varying conditions can take ad- 
vantage of training opportunities. All possible 
educational methods should be considered so 
the most effective ones can be utilized. 

The committee generally agreed that literature 
should play a part in the educational program, 
but there were conflicting opinions on the best 
use of printed matter. Among methods discussed 
were special bulletins, including “Modern Con- 
cepts of Cardiovascular Disease,” and journals 
directed toward the general practitioner, includ- 
ing the Journal of the American Medical Asso- 
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Stress was also placed on the effective use of 
literature distributed by pharmaceutical houses, 
as supplementary source material. 

There is a great need for cardiovascular text- 
books aimed at the general practitioner. Mention 
was particularly made of a simplification of the 
Nomenclature and Criteria for Diagnosis of Dis- 
eases of the Heart to make it possible for the 
general practitioner to diagnose his patients in 
accordance with accepted criteria. 

The value of correspondence courses was 
discussed; no conclusions were drawn. 

In a discussion of the value of lectures, sym- 
posia, demonstrations, conferences, and special 
courses, it was agreed that educational activities 
brought directly to the physicians’ communities 
were of extreme value. These are most effective 
when a co-operative program is established among 
all agencies concerned, including state and 
county medical societies, state and local health 
departments, voluntary health agencies Cinclud- 
ing heart associations), and the nearest medical 
school. Added value is derived if the physician’s 
own patients are used for demonstration pur- 
poses. Many communities have active programs 
that are based upon this idea. General prac- 
titioners are much interested in educational pro- 
grams utilizing actual clinical material in hos- 
pitals in the form of short, periodic in-service 
training. 

Medical educators in general could make 
more use of the newer audiovisual aids. The ex- 
panded program of the Medical Film Institute 
of the Association of American Medical Col- 
leges should prove very useful. 

In examining all the methods and modalities 
available for the postgraduate education of gen- 
eral practitioners, the committee concluded that 
there is need for scientific evaluation of the 
comparative merits of existing methods and of 
new ones as they are developed. 

In light of the primary importance of the con- 
tinued education of the general practitioner, the 
committee recommended that the appropriate 
bodies in the National Heart Institute and the 
American Heart Association immediately seek 
to co-operate with such agencies as the American 
Medical Association and the American Academy 
of General Practice in working out the most ef- 
fective educational methods. 

Methodology in the teaching of medicine 
should be on the threshold of considerable de- 


velopment. Consequently, those of us interested 
in the cardiovascular field should re-evaluate 
old, and investigate and evaluate new methods, 
particularly in the light of new knowledge and 
concepts. Each method should be analyzed as a 
tool for elementary or advanced instruction. 

In education there is no substitute for the di- 
rect personal relationship between the qualified 
teacher and the able student, particularly if the 
student is taking the maximum responsibility of 
which he is capable. 


Problems Not Discussed by Committee 


It is desirable to list a few problems not dis- 
cussed by the committee but nonetheless ger- 
mane to its assignment: 

1. The question of solo versus group practice, 
from the standpoint of time off for postgraduate 
work. 

2. The specific education of physicians on the 
salient points in a community cardiovascular dis- 
ease control program. 

3. The question of financial security for the 
individual student and his family during the 
long period necessary for a medical education. 

4. The problem of reaching the physician 
who is apathetic to the advantages of readily 
available opportunities for continuing education. 

5. The problem of continuing education for 
physicians in communities far removed from 
medical centers and with poorly staffed health 
departments. 

In summary, the committee agrees: 

The adequate management of cardiovascular 
disease during the acute, convalescent, chronic, 
or recovery phases should impress the medical 
profession with the practicality of the team idea. 
With the family doctor as the quarterback, the 
way should be open for the intelligent and eco- 
nomical use of medical and surgical specialists 
(diagnostic as well as therapeutic), and other 
workers—nurses, social workers, occupational 
therapists, physical therapists, dietitians, voca- 
tional guiders, and teachers—and all other re- 
sources and facilities which the community may 
offer. The effectiveness of the team will depend 
upon the educational background of each mem- 
ber, not only in the areas of science or technique, 
but also in capacity to work with others toward 
a common goal—in this case, the best possible 
program for every patient. 


> 
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e complete-vitamin formula... 


e water miscible... 


e non-alcoholic... 


e inexpensive... 


Maulti-vi drops 


Each 0.6 cc. contains: Vitamin A 5000 U.S. P. units « Vitamin D; 1000 U.S. P. units 
Thiamine*Hydrochloride 1.0 milligram ¢ Riboflavin 0.4 milligram 
Pyridoxine Hydrochloride 1.0 milligram * Panthenol* 2.0 milligrams 
Nicotinamide 10.0 milligrams « Ascorbic Acid 50.0 milligrams 
*a specially-prepared, more stable analogue of pantothenic acid. 


] White Laboratories, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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CALEB CARPS CALUMNIOUSLY 


A SINGULARLY intemperate diatribe attacking the 
status of American medicine generally, and gen- 
eral practitioners particularly, which appeared in 
the August Atlantic Monthly, has brought a 
storm of protest from the many Academy mem- 
bers who read it. A second wave of consterna- 
tion occurred when the article was reprinted in 
Consumer Reports. 

Written by one Caleb Smith, M.D., a mem- 
ber of the faculty of the University of Rochester 
School of Medicine, the article is replete with 
thinly supported inferences that most general 
practitioners are ignorant, greedy, and lazy. 

Doctor Smith begins with the statement that 
“very little specific and reliable information on 
the quality of medical service offered by general 
practitioners is available.” He proceeds, then, to 
build a case based upon a casual acquaintance 
with thirty general practitioners in a single small 
city. He concludes that 80 per cent of them are 
incompetent, while granting that a family doctor 
must possess consummate skill to cope with the 
many and varied disease conditions encountered 
in his daily practice. 

From this point on the author presents a series 
of bumptious conclusions, unsupported by fact 
or evidence, to prove that general practitioners 
are, on the whole, a sorry lot. Their “refusal to 
present a scientific paper is absolute,” he cate- 
gorically states, for example. He deplores the 
symptomatic approach to disease (Doctor Smith 
is a surgeon, of course) and declares, again 
categorically, that general practitioners invari- 
ably treat symptoms without arriving at even a 
tentative diagnosis. 

The thousands of honest, competent, well- 
trained general practitioners who read the 
Atlantic article may find their systolic pressure 
rising. But, they should realize that iconoclasm 
has had a ready sale in the world of letters since 
before Victor Hugo. The high estate of general 
practice has been championed by more able ob- 
servers in recent years, in both the popular and 
medical press. Notable, for example, is a sound- 
edly reasoned piece by Dr. Ian Stevenson which 
appeared in Harper's Magazine two years ago. 
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A “rebuttal” to Doctor Smith seems uncalled 
for. But, the American Academy of General 
Practice would forsake its principles if it allowed 
such a specious attack to go unnoticed. A brief 
answer to this calumnious critic appears in this 
month’s editorial section. Below are reprinted 
two letters sent by officers of the Academy to the 
Atlantic editors and the Dean of Rochester Uni- 
versity Medical School, respectively: 


August 10, 1950 
George H. Whipple, M.D., Dean 
University of Rochester 
School of Medicine 
Rochester, New York 
Dear Doctor Whipple: 

It was with great regret that I learned that Caleb 
Smith, M.D., is listed as an assistant professor of sur- 
gery at Rochester. He has just published in the August 
issue of the Atlantic Monthly one of the most biased 
and false tirades against medical colleagues that has 
ever come to my attention. 

Some of your recent graduates tell me that the 
hostile reactions of Doctor Smith may be provoked by 
a sense of guilt, that which he condemns in others so 
vehemently he hates in himself. How unfortunate that 
our young men must be exposed in their most forma- 
tive years to the biased opinions of such instructors. 

Eighty per cent of the medical care dispensed in 
this country is dispensed by general practitioners and 


_will continue to be dispensed by general practitioners. 


Those of us in positions of leadership have two re- 
sponsibilities, first to maintain as high a standard of 
general practice as we can, and second, to maintain 
a wholesome, friendly, and co-operative atmosphere 
between all branches of medicine. 

I hope that you, Dr. John Morton, and your staff 
can do something constructive to counteract the harm 
that has been done and the ill will that has been 
created by this action of Dr. Caleb Smith. 

Sincerely yours, 
American ACADEMY OF GENERAL PRACTICE 
Srantey R. Truman, M.D., President. 


August 11, 1950 

The Editor 
Atlantic Monthly 
8 Arlington Street 
Boston 16, Massachusetts 
Sir: 

If Dr. Caleb Smith has as little regard for the sci- 
entific method in his approach to a clinical problem 
as he reveals in his article, “How Good Is Your Fam- 
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boxing the compass in infant nutrition 


; North, East, South, West—for every type of nutritional requirement, there is a 
‘ Borden prescription product scientifically designed to meet the problem. 


BIOLAC, Borden’s improved, evaporated-type liquid modified milk, provides for 
all the known nutritional needs of early infancy except vitamin C. 


DRYCO, a high-protein, low-fat powdered milk, serves as a valuable food in itself 
and as a versatile base assuring ample protein intake plus vitamins A and D. 
MULL-SOY is the answer to milk allergies—an emulsified hypo-allergenic soy food 
approximating milk. GERILAC, a spray-dried whole milk and skim milk powder, 
supplies elderly patients with high quality protein, calcium and iron, and also vita- 
mins A, D, B and C. BETA LACTOSE promotes normal intestinal flora and acidity 
when used as a carbohydrate modifier. KLIM is powdered pasteurized whole 

milk, spray-dried for rapid solubility, convenient in hot climates and during travel. 


These Borden products conform to the requirements of the Council on Foods 
and Nutrition and the Advertising Committee of the American Medical Association 
and are available only in pharmacies. We welcome inquiries from physicians. 


Write for professional literature and attractive practical Recipe Books. 


The Borden Company, Prescription Products Division 
350 Madison Avenue, New York 17 
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ily Doctor?”, his patients are in a parlous position in- 
deed. Conclusions based upon a casual acquaintance 
with thirty general practitioners in a single commu- 
nity are too tenuous to merit serious consideration. 
This is hardly an adequate sample of the more than 
one hundred thousand who make up the bulk of the 
profession in this country. 

But, as a layman who has had the privilege of 
knowing intimately many hundreds of doctors of all 
types over a period of fifteen years, permit me to com- 
ment upon some of his assumptions which possess 
more choler than fact. 

The millions of Americans who have experienced 
the scientific skill, the broad knowledge, and the sym- 
pathetic understanding of a family physician, will give 
little credence to Doctor Smith’s thinly supported in- 
ference that eighty per cent of all general practitioners 
are stupid, ill-trained, and callously greedy. It would 
be too bad if the loyal affection and confidence they 
hold for their family doctor were shaken by his bump- 
tious opacity. 

Symptomatic treatment, without recourse to proven 
diagnostic aids, is poor medicine indeed. But in a 
skilled and conscientious physician who approaches his 
patient as a human personality, it is synonymous with 
clinical wisdom and judgment and is an important 
factor in good medicine (without capitals). The doc- 
tor who approaches a diagnostic problem through a 
microscope without regard to symptomatic manifesta- 
tions will lead his patient through a fruitless, frus- 
trating, and expensive maze. This is a frequent sin of 
the super-scientific specialist, of which Doctor Smith 
is an apparent example. If all the surgeon-specialists 
who had needlessly removed normal tissue from a 
valetudinarian female because they ignored sympto- 
matic factors and proceeded on laboratory findings 
alone were laid end to end, it would be a boon to man- 
kind. 

Two independent studies by competent analysts have 
shown that about eighty-five per cent of all ills which 
cause a patient to consult a doctor can be adequately 
treated by a competent general practitioner with no 
more aids than are to be found in the average physi- 
cian’s office and handbag. It is obvious that if a por- 
tion of these patients in the beginning consult an 
ivory-towered specialist like Doctor Smith, who more 
often than not will need the services of a second or 
third to produce “diagnostic criteria,” they have been 
put to needless expense and the total cost of medi- 
cal care has been unnecessarily increased. More im- 
portant, the patient will still be suffering from his 


illness and it will continue until he enjoys the sym- 
pathetic consideration of a good doctor who knows that 
medicine is art as well as science. 

Doctor Smith’s proposals for granting surgical privi- 
leges in hospitals are based upon outmoded pedagogy. 
Four years of training in surgery may guarantee that 
the surgeon is a good mechanic, but it is no proof that 
he is a good surgeon possessing clinical skill and judg- 
ment. The standards proposed by the American Acad- 
emy of General Practice (approved, incidentally, by 
the American Medical Association) are both more 
sound and fair. They provide that a staff member, re- 
gardless of training, who considers himself compe- 
tent to do surgery, shall be observed by qualified off- 
cers of the staff and an analysis made of surgical judg- 
ment and technique. Each candidate is judged accord- 
ing to his proven ability. 

It is true that an occasional charlatan in the pro- 
fession stupidly bungles a case by failing to use his 
brain and senses and neglecting careful examination. 
This is no less true of the specialist than the general 
practitioner, however. It is also true that association 
with a medical school stimulates the practitioner and 
tends to improve standards in a private hospital. But, 
specialist and general practitioner alike can profit from 
such academic association. 

It is as true today as when Hippocrates, the greatest 
of Greek physicians, wrote that “in order to cure the 
human body, it is necessary to have a knowledge of 
the whole of things.” A good general practitioner Cand 
Doctor Smith to the contrary notwithstanding, most 
of them are) can approach his patient as a total or 
ganism as no aggregation of specialists can. 

The inferences of this self-appointed pundit that 
general practitioners don’t follow the literature, write 
medical papers, or pursue postgraduate study are simply 
untrue. They do. For example, nearly 13,000 of them 
have, in a period of little more than two years, joined 
the new American Academy of General Practice which 
requires as a condition of membership at least fifty 


hours of postgraduate study annually. 


By the way. whom does Dr. Caleb Smith call when 
he gets sick at night? (Not an infrequent occurrence, 
I dare say, in one with such a migrainous disposition.) 
Few specialists will leave warm beds or cozy Canasta 
games to answer a midnight call of distress. Family 
doctors do—and good ones too. 

Sincerely, 

American AcapeMy oF GENERAL PRACTICE 
Mac F. Canat, 

Executive Secretary 


AN ELECTRIC apparatus has been devised which will pasteurize milk in a split second with a 
flash of radio waves. The patent has been assigned to the Radio Corporation of America. 

The high frequency electric field heats the liquid nearly to its boiling point for a fraction 
of a second and this instantly kills germs. The milk is then cooled in a moment by spraying it 


into a vacuum chamber. 


Fastouriying Milk 
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...from an appetite-building, 
blood-building iron tonic! 


Biz activity of at least 12 micrograms of vitamin Bj2 per oz. 
as determined by microbiological assay. 


Hematinic quantities of iron (ferrous gluconate). 


B complex vitamins—well in excess of known 
minimum daily requirements. 


And it’s pleasant tasting! 
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ACADEMY REPRESENTED AT 


BECAUSE HEALTH is an integral part of child de- 
velopment and care, the American Academy of 
General Practice and a number of other medical 
groups have been invited to attend the Mid- 
Century White House Conference on children 
and youth in Washington, December 3 to 7. 
Several hundred other lay and professional wel- 
fare organizations will be represented. 

The conference is being held to “consider how 
we can develop in children the mental, emo- 
tional and spiritual qualities essential to indi- 
vidual happiness and responsible citizenship . . .” 
These conferences have been formed by presi- 
dential call at approximately ten-year intervals 
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CHILD HEALTH CONFERENCE 


since the turn of the century. The Children’s 
Bureau and the Child Labor Law resulted from 
the meetings in 1909 and 1919. The 1930 and 
1940 conferences produced other advances in 
state and community services for children. 

Dr. Stanley R. Truman and Dr. Kenneth Scat- 
liff have been appointed official representatives 
of the Academy. Doctor Truman believes the 
Mid-Century Conference offers opportunities for 
further substantial advances, and conceives it to 
be the responsibility of the physicians who at- 
tend to keep the thinking, planning and recom- 
mendations “concrete, realistic and practical, but 
forward-looking.” 
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The ‘aia pain and other dis- 
tressing symptoms of genito- 
urinary infections, 
pyelitis, cystitis and urethritis, 
are due to two primary causes: 

1. Spreading infection 

2. Smooth muscle spasm 
URISED (Chimedic) provides 
prompt relief of the many symp- 
toms of urinary infection by at- 
tacking both primary causes of the 
pain and disability. 


URISED ..... 
Arrests Urinary Infection 
As the methenamine, salol, meth- 
lene blue and benzoic acid in 
ISED (Chimedic) are excreted 
in the urine, they exert their anti- 
bacterial action along. the entire 
i tract. Irritation, spasm 
and the pus cell count are thereby 
reduced, and healing of the muco- 
sal surfaces is encouraged. 


URISED..... 
Overcomes Smooth Muscle Spasm_ 
URISED (Chimedic), exerting 
the par action of 
atropine, hyoscyamine and gelse- 
mium, overcomes smooth muscle 
spasm along the urinary tract. 
ith the restoration of normal 
tone, distressing genito-urinary 
pain disappears. 


OR THE | PROMPT RELIEF OF PAIN FUL DISTRE $I 6 SYMPTOMS OF URINARY INFECTION 


HICAGO PHARMACAL COMPANY AVE 


bos Angeles, 
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